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It is very difficult to estimate pain as a part of a 
patient’s complaint, since it is relative and varies 
with sex, race and temperament. Pain cannot be 
seen, felt, nor measured directly by the examining 
physician; he has only the patient’s word, and his 
reaction to stimuli. Pain is usually regarded as an 
index of existing disease, and its cause is diligently 
sought so that cure may be effected. The ease with 
which this objective is reached often depends on 
the associated signs and symptoms discernible at 
the time. If these companion symptoms are lack- 
ing, the difficulty of interpreting pain on its own 
merits becomes exceedingly great, more especially 
if it is inconstant in degree, type and location, and 
corresponds to no familiar sign of disease. When 
pain assumes certain characteristics and occupies a 
certain location, in a combination which is familiar, 
having occurred in patients throughout the ages, it 
may be classified as a distinct disease entity, even 
though its cause remains completely unknown. For 
example, there is no general agreement with regard 
to the pathologic lesion of paroxysmal trigeminal 
neuralgia, but its manifestations are so definite and 
invariable from patient to patient and from time to 
time, that without clinical signs or objective find- 
ings, a diagnosis is made with comparative ease. 
The patient’s story alone is sufficient to make the 
diagnosis, and this story remains the same, irrespec- 
tive of sex, race or temperament. If, however, there 
is pain in the area usually affected by paroxysmal, 
trigeminal neuralgia, but not of the type charac- 
teristic of that disease, the difficulty of diagnosis is 
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great, since there may be no objective findings to 
indicate the cause or nature of the pain. Paroxys- 
mal trigeminal neuralgia is included in our classifi- 
cation of disease, since it does not vary in its mani- 
festations, even though they consist merely of pain. 
However, any unusual pang, unsupported by clin- 
ical findings, may not have a name under which it 
may rest complacently in a pigeon-hole of our 
classification of disease. 

With the more recent means of alleviating per- 
manently the suffering caused by paroxysmal tri- 
geminal neuralgia, physicians are eager to sep- 
arate from the vast multitude of patients with hith- 
erto unclassified pains, aches, and algias, those hav- 
ing a disease which they can cure. This is compara- 
tively easy, since the manifestations of paroxysmal 
trigeminat neuralgia are well known, and it has 
been satisfactorily settled that there is only one true 
type of the disease for which there is appropriate 
and satisfactory treatment. It has also been estab- 
lished that the application of this treatment to any 
disease that is not true paroxysmal trigeminal 
neuralgia brings disaster, the final state being worse 
than the original disease. 


INDEFINITE NEURALGIAS 


The question arises: What constitutes the classifi- 
cation, etiology and treatment of all the other pains 
and aches in the fifth nerve area wherein all ob- 
vious causes have been carefully eliminated, and 
what are these pains? The use of the word “neu- 
ralgia” means nothing more tha. .that there is pain 
in the area supplied by a certain nerve, and like 
charity this name covers a multitude of sins of 
ignorance. 

In a large clinic a certain number of patients 
complaining of pain in the fifth nerve area are re- 
ferred to the neurologist, after the internist, dentist, 
ophthalmologist and rhinologist are satisfied that 
they cannot find the cause of the pain. On the 
neurologist, therefore, is thrown the responsibility 
of claiming that the pain occurs in a disease in his 
own field of study. The responsibility in such 
cases becomes heavier when a routine neurologic 
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examination reveals no disturbed ‘function. I shall 
discuss here only these cases in which pain is the 


sole complaint, with few or no clinical findings, . 


and not attempt to go into all the causes of pain in 
the area supplied by the fifth nerve. 


LESIONS AFFECTING THE FIFTH NERVE 
TABLE 1 
PAIN IN THE FIFTH NERVE AREA DUE TO INVOLVEMENT OF THE 
NERVE AND ITS CENTRAL CONNECTIONS 

Peripheral lesions: (1) trauma, scar tissue formation and 
pressure by bone fragments, (2) inflammation of nerve 
endings due to local septic processes (peripheral neuri- 
tis), and (3) -chronic paroxysmal trigeminal neural- 
gia (?). 

Lesions involving nerve trunks: (1) trauma to bony canals, 
or hemorrhage around nerve trunk and scar formation, 
(2) tumor formation pressing on nerve (nasopharyngeal 
malignancy), and (3) local septic processes (interstitial 
or parenchymatous neuritis). 

Lesions of posterior root ganglia or posterior rvots: (1) 
ganglionitis, posterior poliomyelitis or herpes trigeminus, 
(2) tumors arising from ganglion envelopes or arising 
elsewhere and compressing it, (3) local meningitis, 
syphilitic or nonspecific epidemic encephalitis, and (4) 
tabes dorsalis. 

Lesions of the brain stem: (1) tumor in the pons, (2) 
thrombosis or hemorrhage of the posterior inferior cere- 
bellar artery, (3) multiple sclerosis, and (4) arterio- 
sclerotic softening (?). 

Lesions in the optic thalamus. 

Lesions in higher associative brain centers: (1) hysteria— 
“psychalgia.” 

Migraine. 

Considered anatomically, the fifth nerve may be 
affected at the periphery, along its extracranial 
course, or inside the skull. It may be damaged at 
the ganglion, in the posterior root, or at the ter- 
mination of the root in the brain stem. It is worth 
while to review the more familiar lesions affecting 
the nerve, including only those that involve the 
nerve itself or its branches, omitting the more nu- 
merous cases of pain due to disease of organs sup- 
plied by this nerve, or pain referred along the 
course of the nerve from diseased organs situated 
at a distance from it. In many cases the diagnosis 
is easily made because there are so many more fac- 
tors in the history and findings than mere pain. But 
only cases have been selected for discussion here in 
which interest lies in the unusual circumstance sur- 
rounding the onset of pain, or in which the diag- 
nosis was difficult on account of the sparsity of clin- 
ical signs. 

Herpes and post-herpetic pain in the area sup- 
plied by the fifth nerve is common enough, espe- 
cially when it involves, as is usual, the first divi- 


sional area alone. In elderly patients, this herpes 
ophthalmicus is likely to be followed by an in- 
tractable type of pain, but the diagnosis is usuall» 
easy since the history of vesicles with the residua! 
skin and corneal scars- is readily demonstrated. 
However, the scars may be few, and hidden by the 
hair on the scalp, and the history of the eruption be 
confused by a wrong diagnosis, such as erysipelas. 
at the time of the acute attack. The pain, however. 
is burning and numb, which distinguishes it from 
other pain, and its association with hyperesthesi:. 
anesthesia and paresthesia in various parts of the 
area involved is typical. Herpes is less commonly 
found in a second divisional area. In Case | 
herpes represented part of a local meningo- 
encephalitis. 


EPIDEMIC MENINGO-ENCEPHALITIS, HERPES TRIGEMINUS, 
RESIDUAL FACIAL PAIN 

Case 1 (A416932). Mr. L. T., aged thirty-one years, 
complained chiefly of pain in the left temporal region. 
Eight weeks before, he had had a mild respiratory infection 
which had passed off in three days. Six weeks before, he 
had had marked diplopia which lasted about two days, 
followed by severe lancinating pains in the whole left side 
of the body, except the face. Jerking lightning-like pains 
radiated chiefly down the left upper and lower limbs, 
lasting four days, and accompanied by malaise and noc- 
turnal delirium. Following these attacks, severe pain oc- 
curred in the left side of the face, occupying three divi- 
sional areas of the fifth nerve. This was at first sudden. 
severe and darting, like red-hot needles being thrust into 
the tissues. Later it was superseded by steady aching in 
the left temporal area, and numbness over the left side of 
the nose and left cheek. Blisters appeared over this area 
about three days after its onset. They became purulent 
and formed a raised, red, swollen patch in the left temporal 
area, which was incised, with evacuation of pus. Pain, 
steady, throbbing and burning, had persisted, chiefly in the 
left temporal area, but at times spreading to the cheek and 
lower lip. 

Examination revealed scars of former herpes over the 
temporal area, and a moderate diminution of sensation to 
pain stimulation over the same area, cheek and nose. The 
corneal reflex was absent on the left. Examination of the 
spinal fluid revealed 14 lymphocytes for each cubic milli- 
meter, and a negative Wassermann reaction. This patient 
was ambulant and appeared fairly well except for his ver) 
distressing and constant pain. The high lymphocyte count 
in the spinal fluid showed that he was not completely over 
the active stage of the trouble at the time of the examina 
tion. 

It is well known that the pain in migraine at- 
tacks may be localized to one small area, but when 
it appears in some portion of the distribution of 
the fifth nerve, there may be difficulty in diagnosis. 
A person may suffer from typical migraine attack- 
from puberty to the fifth decade, and then, insteac 
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of the attacks diminishing in frequency and sever- 
ity, and finally disappearing, as is usual, the form 
of the disease may change and the pain appear in 
a relatively small area supplied by the fifth nerve, 
such as the so-called migrainous neuralgia or neu- 
ralgic migraine. The pain may appear in the supra- 
orbital region, the eyeball, the cheek, or in the 
jaws, or in the whole side of the face. More com- 
monly it is felt in and around the orbit. The pain 
may be severe and frequent, or it may last for many 
days. The diagnosis is made from the previous his- 
tory of ordinary migraine headache, from the 
familial history, and from the associated scotoma, 
nausea, and constitutional disturbance observed in 
ordinary types of the disease. The steady, continu- 
ous character of the pain without stimuli, such as 
touching or washing the face, is enough to distin- 
guish it from paroxysmal trigeminal neuralgia. 


Harris, in a recent paper on causes of persistent 
pain in the central nervous system, brings up the 
familiar term supra-orbital neuralgia, only to dis- 
miss it, saying that the vast majority of patients 
having a disease thus designated were really suffer- 
ing from migraine. In earlier articles, however, 


there are many references to what is called supra- 


orbital neuralgia. Putnam, in 1896, discussed the 
subject in an exhaustive article, mentioning the 
close association of “supra-orbital neuralgia” with 
ophthalmic migraine. Under this term he described 
a disease characterized by (1) a premonitory sense 
of depression the day before an attack; (2) boring, 
deep-seated or painfully pulsating pain localized 
to one spot, such as the eyeball, eyebrow or fore- 
head, and associated in severe attacks with vomit- 
ing; (3) scotomas, lacrimation, congestion of con- 
junctiva, and change in the size of the pupils, and 
(4) a remarkably regular, intermittent course with 
attacks occurring daily for several weeks, usually 
at 8:00 or 9:00 a.m., and lasting five or six hours, 
and appearing more often in the winter and fall. 
Putnam discovered a familial tendency in most of 
his cases with a preceding history of periodic hemi- 
crania or generalized headaches. He admits the 
similarity between this disease, “supra-orbital neu- 
ralgia,” and neuralgic migraine. He divides his 
cases into three types: (1) those in which no 
migrainoid or other special neuropathic tendency 
is traceable, (2) those in which other members of 
the family have had the same form of migrainoid 
neuralgia with perhaps a touch of true migraine, 
and (3) those in which the patient’s attacks and 


those of other members of the family approach 
very nearly a true migraine type. Putnam, there- 
fore, showed the resemblance of “supra-orbital 
neuralgia” to migraine neuralgia to be so close that 
one wonders whether there is any essential differ- 
ence between the two conditions. Considering all 
the cases of supra-orbital pain, and including 
those due to migraine, frontal sinus disease and 
ocular disturbances, and such general constitutional 
diseases as malaria and influenza, there seems to 
be little left to be called supra-orbital neuralgia. 
The term could be used only in the few cases re- 
maining after the foregoing causes had been elimi- 
nated. The gradual emergence of migraine head- 
aches into migraine neuralgia during the fourth and 
fifth decade is demonstrated in Case 2. 


NEURALGIC MIGRAINE UNRELIEVED BY MULTIPLE SINUS OPERA- 
TIONS AND SECTION OF THE POSTERIOR ROOT OF 
THE FIFTH NERVE 

Case 2 (A442549). Mr. A. D. R., aged fifty-four years, 
came to the Clinic October 1, 1923, complaining of pain in 
the right side of the face. His mother had had severe sick 
headaches all her life and the patient himself, from the 
age of twenty, had suffered from frontal and occipital head- 
aches about once a week, usually beginning in the morning 
and lasting twenty-four hours. These were not associated 
with scotoma or vomiting, but there was definite nausea 
during the attack. Four years before, the headaches had 
become more severe and frequent, gradually becoming 
localized to the right supra-orbital ridge and behind the 
right eyeball. This pain seemed to replace his former 
headaches. He had had a submucous resection elsewhere 
to relieve the supra-orbital pain, but it was made worse. 
Six other operations were performed on the nasal sinuses 
of the right side, but he became worse after each operation, 
and in May, 1923, it was present both day and night. On 
this date he had had a resection of the posterior root of the 
right fifth nerve. The surgeon reported finding a thickened 
dura over the ganglion. Immediately after operation the 
patient had the sensation of his teeth being crowded, and 
the numbness usual after section of the posterior root of 
the fifth nerve. These sensations accompanied the pain in 
the right supra-orbital region, which remained the same, or 
was even more severe. In a month it had spread over the 
whole fifth nerve area. 

At the time of his visit to the Clinic he complained of 
severe, continuous, prickling, bursting pain in the right 
side of the face. He said that he felt as if his scalp was 
being torn off and his skull crushed in. Every time he 
mentioned the sensation he had a new adjective for it. 
Pain in the left side of the mouth and alveolar margin was 
infrequent. Morphin had been taken to induce sleep. The 
patient considered his condition worse in every way than 
ever before. He was unkempt, irritable, and emotional, 
and looked the picture of utter misery. There was com- 
plete cessation of function in the right fifth nerve with 
abolition of sensation and motor power. 

Case 2 also demonstrates the disastrous results 
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of surgical intervention. In cases in which opera- 
tion has been performed, a state of chronic exhaus- 
tion, and nervous and emotional instability seem 
to result, and the original complaint is obliterated 
by the manifold and bizarre symptoms which in- 
crease with each operation. It is strangely true 
that patients with paroxysmal trigeminal neuralgia 
submit readily to radical operations for resection of 
the ganglion or section of the root, and regard the 
discomforts of the resultant anesthesia of the face, 
jaws and scalp as of minor consequence. They are 
ready to recognize freedom from pain and be thank- 
ful for it. They are not usually neurotic, and, as 
Patrick has observed, are seldom addicts of opium. 
Usually during paroxysms they are too busy to 
complain, and between their paroxysms, during 
remission, or after operation, too thankful to be 
free from pain, to indulge in any elaboration of 
symptoms or display of emotion. This is not true 
of the patients with migraine. After surgical inter- 
vention, as in Case 2, they become mental and 
physical wrecks, actual psychosis often developing. 
Something fundamentally different in the mental 
make-up of the two types of patients, rather than in 
their actual complaints, is suggested, since such 
different and contrasting results are obtained by 
surgical treatment. Migrainous neuralgia may co- 
exist with true paroxysmal trigeminal neuralgia, 


and the combination is a very confusing picture 
{Case 3). 


ASSOCIATION OF MIGRAINE NEURALGIA WITH TRIGEMINAL 
NEURALGIA, DISAPPEARANCE OF MIGRAINE NEURALGIA 
AT THE MENOPAUSE. CURE OF TRIGEMINAL NEURAL- 

GIA BY CUTTING THE POSTERIOR ROOT OF 
THE FIFTH NERVE 


Case 3 (A407163). Mrs. W. M. C., aged fifty-three years, 
came to the Clinic in October, 1922. She had had pain in 
the right side of the face for twenty-two years. Her twin 
sister had been similarly affected. The pain was dull and 
steady in the region of the right angle of the mouth, right 
side of the nose, right orbit and right side of the forehead. 
It came usually with menses, lasted thirty-six hours, and 
was associated with nausea and scotoma. The pain was 
~» relieved by sleep and quiet, and finally disappeared at the 
menopause two years before. The patient complained of 
another type of pain of twelve years’ duration which was 
sudden, shock-like, and came in repeated paroxysms of a 
few seconds each. Talking, laughing, washing or touching 
the face brought on paroxysm. The pain radiated from 
the right angle of the mouth to the right orbit, and was 
relieved by alcohol injections and avulsion of the fifth 
nerve branches. The pain had continued after the meno- 
pause. The patient had had five years of relief from this 
sudden transitory pain by avulsion of the infra-orbital and 
supra-orbital nerves. The older, steady, periodic pain, 


however, was not relieved by this or by alcoholic injections, 
but occurred regularly and periodically with the other type 
of pain until it ceased at the menopause, and left the 
trigeminal neuralgia to be relieved by operation. 

Dana, in 1900, recognized the association of mi- 
graine with paroxysmal trigeminal neuralgia, aid 
was even under the impression that a person wiih 
migraine may have attacks of paroxysmal neuralgia 
following a long period.of migraine. He divided 
neuralgic cases into two groups. Group 1 com- 
prised the migrainous type of early life, and pro’)- 
ably represents an evolution of true paroxysmal 
neuralgia on the basis of a migrainous neurosis. 
The majority of his patients in this group were 
women, many of whom suffered from the diffuse 
and steady pains of migraine with paroxysmal 
neuralgia. He discovered that they were made 
worse by operation, and explained this by the as- 
sumption that the disease did not lie exclusively in 
the trigeminal nerve. It is a question whether 
some of the cases were paroxysmal trigeminal neu- 
ralgia, or neuralgic migraine. However, from the 
description, Case 3 would represent this type, ex- 
cept that temporary relief was obtained by alcohol 
injection, and final and permanent cure of the 
paroxysmal neuralgia by root resection. Group 2— 
In the second type the patients developed paroxys- 
mal neuralgia late in life without associated mi- 
graine, and the majority were males. 

Many other cases from the Mayo Clinic could be 
quoted, showing the frequent association of mi- 
graine and trigeminal neuralgia. Patrick demon- 
strated that a high percentage of his patients with 
trigeminal neuralgia had suffered from migraine. 
Of 200 patients, forty had migraine. The diseases, 
however, seem to be two entities, readily differen- 
tiated and having a correspondingly different form 
of treatment. ! 

Recently acquired pain in the fifth nerve area 
brings up the possibility of involvement of the 
nerve ganglion or the posterior root by a tumor. 
The much quoted case of Weisenburg of a patient 
who had had multiple operations for supposed tri- 
geminal neuralgia, and who died of a tumor in the 
cerebellopontile angle, is an example. Even with 
our recent knowledge of the distinct character of 
paroxysmal trigeminal neuralgia, such a mistake 
is just as likely to be made now. Cushing has 
divided such tumors into four groups: (1) tumors 
in the cerebellopontile angle involving the root pr 
ganglion of the fifth nerve by a process of exten- 
sion, (2) tumors involving the gasserian ganglion 
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by pressure from above, (3) tumors arising in the 
pterygoid fossa and pressing on the second division 
of the fifth nerve, and (4) tumors arising primarily 
frcm the dural sheath around the ganglion. 

severe, steady, paroxysmal pain, lasting from 
thirty minutes to a few hours, may be the only 
synptom for many months before suspicion is 
ar-used as to its cause. The pain is usually worse 
at night, is deep in the tissue, and is not relieved 
by ordinary mild analgesics. There is seldom any 
lo al deep tenderness but often superficial hyperes- 
thsia. Other symptoms, such as numbness and 
di; lopia, sooner or later appear, and the earliest 
an1 most striking finding is the loss of corneal re- 
flex on the same side as the tumor. In Case 4 diag- 
nosis was especially difficult, since there were many 
sovial and domestic irregularities in the life of the 
patient, suggesting conversion hysteria rather than 
pain from so formidable a disease as tumor in the 
gasserian ganglion. 
TUMOR IN THE GASSERIAN GANGLION WITH PAIN IN THE FACE, 

AN EARLY AND ISOLATED SYMPTOM 


Case 4 (A431889). Mrs. T. N. F., aged twenty-seven 
years, had developed severe paroxysmal pain over the right 
supra-orbital region twelve weeks before, lasting two hours 
night or day. Gradually this shifted to a spot just in front 
of the vertex in the middle line of the scalp, which became 
tender to the touch; the patient was unable to comb her 
hair. She had a sensation in the right eyelids, as if they 
were being drawn toward the nose. Six weeks before, 
three teeth had been pulled under local anesthetic. The 
sensation produced by the anesthetic seemed to persist, as 
a constant numbness over the right cheek developed, and 


pain was unrelieved. The maxillary and sphenoidal sinuses . 


were opened and drained without relief; pain over the scalp 
increased in severity, disturbing sleep and rest. It was 
worse at night when lying recumbent, and least trouble- 
some in the forenoon. It was always intermittent, lasting 
ten minutes at a time, but was severe during the paroxysm. 

During the patient’s stay at the Clinic numbness in- 
creased in intensity, and the area finally involved the whole 
right fifth nerve. The lips on the right side felt stiff and 
swollen, and the teeth on the right felt extra long, and 
there was an itching, tingling, burning feeling on the right 
side of the nose. Neurologic examination July 12, 1923, 
revealed nothing definite except subjective numbness over 
the right cheek. July 18, 1923, the corneal reflex on the 
right was slightly diminished, and pin prick was not as 
keenly felt on the right cheek. July 30, the corneal reflex 
was absent, and the masseter, temporal and pterygoid 
muscles were weak on the right side. There was definite 
anesthesia to pain over the right cheek; thermal and tactile 
sensibilities were less affected. The right eyeball was 
prominent, the right external rectus weak, and the right 
pupil large, and reaction on the same side was sluggish, 
with weakness of accommodation. 

Operation was performed August 6, and a neurofibroma 


(?), involving the right gasserian ganglion and its en- 
velopes, was found. 

The earliest symptom in this case was pain in the 
supra-orbital area, later more persistent in the 
scalp, near the vertex. The situation made the 
observer more suspicious of a functional complaint. 
Viewed, however, as an organic disease, this sug- 
gested a lesion, primarily of the first division of 
the fifth nerve, before its division into its three 
terminal branches. Localization of the tumor to 
the middle fossa of the skull seemed, therefore, rea- 
sonable. With pain in the cheek or upper lip and 
teeth it is more difficult to localize the tumor since 
it may be either inside or outside the skull. Naso- 
pharyngeal malignancy, described by Woltman and 
New, commonly attacks the second or third division 
in the pterygo-maxillary fissure or pterygoid fossa, 
and also erodes the base of the skull, involving the 
fifth and possibly the sixth nerve inside the cranium. 
In such an instance, the lesion being both intra- 
cranial and extracranial, surgical intervention of- 
fers no possibility of relief. Therefore, pain, due 
to tumor, starting in the second or third divisional 
area, has a more gloomy prognosis than pain start- 
ing in the area supplied by the first division of the 
fifth nerve. The nasopharynx should be very care- 
fully examined for an intrinsic tumor of that re- 
gion, or for one bulging into the cavity from an 
extrinsic source when a patient is suffering from 
unexplained facial pain. 

Pain in the jaws of elderly patients is a common 
and most distressing feature in a period of life that 
should be calm and peaceful. Usually, such pa- 
tients have lost all their teeth and the pain is lo- 
cated by them in a small area of edentulous gum. 
Such neuralgia is well known; Oppenheim men- 
tions it and also a senile or arteriosclerotic neural- 
gia occupying principally the trigeminal area in 
elderly patients. It is believed to be due to com- 
pression of the terminal filaments of the fifth nerve 
by hardened shrunken bone, and removal of the 
affected alveolus is supposed to relieve the suffer- &% 
ing completely. Such patients are not usually re- 
ferred to the neurologist. Many patients more than 
sixty years of age have had multiple operations on 
a certain relatively small area of the alveolus with- 
out relief. They describe their sensations as a 
burning, tingling, drawing, pulling, pressing or 
boring. The particular sensation is described with 
many gestures and with great feeling. In the 
quavering, high pitched voice of senility there is 
poured forth a flood of vituperation on the alleged 
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clumsy operators who in vain incised, scraped and 
injected the area which revealed nothing unusual 
on inspection, beyond previous intervention by all 
the methods known. The sensation is constant day 
and night, destroying sleep, rest, and mental 
equilibrium. Also, these patients sometimes com- 
plain of burning, prickling sensations in the tongue, 
numbness in the lips, and crawling sensations 
around the teeth, although usually their particular 
complaint is confined to one small area at a time. 
There is a strong suspicion that many of these pa- 
tients owe their complaint to vascular insufficiency 
in the ganglion or brain stem. Perhaps, also, the 
sensation may be part of a senile, mental distur- 
bance. Certain disturbances may originate in a 
mild pain or paresthesia and ultimately reach the 
state of a somatic delusion in an actual psychosis 
(Case 5). 
THE SOMATIC DELUSIONS OF SENILITY 


Case 5 (A250824). Mrs. J. W., aged fifty-nine years, 
came to the Clinic November 13, 1918, complaining of a 
drawing, pulling sensation in the right upper alveolus. 
Twelve months before, she had developed a steady ache in 
the right upper incisors. These were extracted, without 


relief, and she was given three alcohol injections into the 
infra-orbital nerve, also without relief. The portion of the 
alveolus corresponding to the pain area was then resected 


and immediately a pulling, drawing, tightening sensation 
replaced the previous pain. The patient had attacks of 
unconsciousness, followed by rigidity and sleep. Four 
months before, the infra-orbital nerve had been avulsed 
without changing the condition, and a second attack on the 
nerve produced no beneficial effect. 

Examination revealed a much scarred alveolus and an 
area of anesthesia corresponding to the infra-orbital nerve 
avulsion. A diagnosis was made of psychalgia, but the 
true nature of the complaint was not determined. The 
patient returned a year later and a residual granuloma on 
the left upper alveolus was removed, resulting in an in- 
crease of symptoms. Her complaints became louder and 
more persistent day and night, of the unpleasant sensation 
on the right side of her upper jaw. One month later she 
again returned, and said that a bug the size of a bean was 
living in the tissues of her right upper gum. Every opera- 
tion had secured a piece of it, but no one had found the 
head of the creature, so that it was always able to grow 
again. She feared that it might leave her gum, descend to 
her stomach and devour her entrails. Everyone had done 
their best, but no one had found the head of the devouring 
insect. 

Senility was rather premature in this patient, and 
the real nature of her complaint remained long 
unrecognized, partly on this account and partly on 
account of her faulty knowledge of the English 
language. When she actually developed a delusion 
is not known, but we made no further parasiticide 
attempts. 


The diagnosis of hysterical pain is always n ade 
with hesitation, and it should be made on stro: ger 
grounds than the absence of definite and vi: ible 
pathologic findings. In certain cases, how y 
certain features of the pain, when considered in on. 
nection with the personality and the social lii of 
the patient, suggest that a cause for the pain 
be maladjustment of the higher psychic mec 
isms. Emotionally unstable, at war with t! 
selves and the world, such patients produce s\ 
toms that are the outward manifestations of ‘hi 
inward struggle. As Gordon and Carleton 
recently suggested, strong suggestion comb : 
with internal and unresolved conflict in a prédi 
posed ill-balanced person can be the exciting fa. 
in producing almost any form of pain or ache. 
Usually a review of the personality of the patient, 
the life history and the reaction to environment, 
gives the clue to the actual mechanism of pain pro- 
duction. The pain frequently varies with faciors 
tinged with a high degree of emotionalism in the 
daily life. Often, however, pain in such cases is 
more constant than in actual somatic diseases. The 
pain of organic disease is usually intermittent, but 
suspicion should be directed to pain present con- 
stantly day and night, never worse and never beiter. 
Often the patient confesses that the “pain” is not 
so much pain as a peculiar, distressing, ill-localized 
and deep-seated sensation (Case 6). 


HYSTERICAL PAIN IN THE RIGHT CHEEK 


Case 6 (A382189). Mrs. F. W., aged thirty-four years, 
came to the Clinic January 28, 1922, for relief from pain 
in the right cheek. The first attack had come on seven 
years before, at 4:00 a. m., lasting until 11:00 a. m. 
Thereafter it had appeared at intervals of a month to a 
week, necessitating rest in bed until noon, with breakfast 
in bed. She described it as a steady, severe pain com- 
mencing in front of the right ear and radiating into the 
right eye and into the right temporal region. Pain was 
absent during the day and on occasions when she was 
away from home, free from work and responsibility. Close 
questioning elicited the information that the pain always 
followed coitus. She had been sexually frigid during her 
entire married life, and only yielded from a sense of duty. 
When her husband was away from home the pain ceased. 
She herself did not realize this association, but believed 
that disease of her pelvic organs caused the pain, and came 
to the Clinic primarily for pelvic operation. She was emo- 
tionally unstable, excitable and voluble, and was dis:p- 
pointed because no attention was directed toward ier 
imagined pelvic disease, and no suggestions made with 
regard to the removal of her reproductive organs. 


Many hours of careful examination were ‘e- 
quired in this case to elicit the true story. The f:c- 
tors associated with the pain were submerged, a.d 
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the patient herself regarded them as of small conse- 
quence and only at the last moment mentioned her 
dis'ressing marital relationship. The desired gyne- 
col gic operation of castration or hysterectomy 
pr bably represented a wish centered around relief 
fron all sexual contact. The pain itself acted as an 
excuse and a solution of her conflict. The patient 
lef: the Clinic hurriedly as soon as she found opera- 
tio. was not advised, and, unfortunately, further 
obs 2rvation was impossible. 


Hysteria may be a reaction throughout life or it 
ma occur in certain phases of existence, dependent 
on stresses and strains. There are, however, per- 
sors whose mental endowment is poor, and in whom 
a certain réle seems necessary for the satisfactory 
working of their cosmos. The evidence of mal- 
adaption may appear in small and trifling tics and 
manerisms, or be severe enough to necessitate the 
assumption of a life of chronic physical and social 
invalidism. Such persons are either hypochrondriacs 
or mendicants, who fill hospitals and workhouses. 
The enumeration of their lifelong sufferings with 
the various ill-advised procedures used to relieve 
them is to them an engrossing occupation. Some- 
times they write their autobiography, and are as 
proud of relating the vicissitudes of their career as 
Job was to detail his misfortunes. Always they end 
with the remark that no one has cured them, and 
offer their latest medical counselor the opportunity 
to perform a miracle and change their whole life 
pattern. Case 7 is an example of our error in at- 
tempting to change a situation developed from 
heredity, and persisting throughout life. 


MULTIPLE OPERATIONS ON THE RIGHT SIDE OF THE FACE, TWO 
INTRACRANIAL OPERATIONS ON THE FIFTH NERVE 
AND PERSISTENCE OF SYMPTOMS 


Case 7 (A265657). Mr. C. J. P., aged fifty-four years, 
came to the Clinic April 10, 1923, complaining of pain in 
the right cheek of twelve years’ duration. The onset 
occurred with the extraction of the right upper bicuspid 
tooth. The attacks of pain lasted from two to fourteen 
days every three months. Eight years before, a diagnosis 
had been made of sarcoma of the right antrum. Radium 
had been applied without relief. Five years before, the 
antrum had been opened and no pus found; however, 
within two weeks after operation there was a profuse 
amount of pus, and two operations were necessary to clear 
up the wound; the pain persisted. Four years before, he 
had been examined at the Clinic for the first time. He was 
nervous, and had pains all over his body and face. He had 
contracted gonorrhea which was not severe, but. he had lost 
15 pounds worrying about it, and most of his attention at 
that time was concentrated on his genitalia, and vague and 
peculiar symptoms. A diagnosis of “sexual neurosis” was 


made at that time; the facial pain did not seem to be the 
dominant factor. Two and one-half years before, the pain 
had spread from the alveolus to the superficial tissues-of the 
cheek, and avulsion of the right infra-orbital nerve had 
been performed, producing an area of corresponding anes- 
thesia, but without relief. Several months later he had, had 
three alcohol injections into the infra-orbital foramen, 
without relief, and an attempt was made to cut the posterior 
root. This failed since the sensory division remained intact, 
but the motor root was cut, with paralysis of the masseter, 
temporal and pterygoid muscles. Eighteen months before, 
the pain had spread to the right half of the soft palate, the 
region of the right nasolabial fold and right angle of the 
mouth. He had the whole anterior wall of the right antrum 
removed without relief. A year before coming to the Clinic, 
and for the first time, he developed sudden, severe, sharp 
pains lasting five to thirty seconds and initiated by exter- 
nal stimuli, such as washing his face, eating and speaking. 
His previous pains had been of a drawing, pulling nature. 
There was a definite trigger area over the right angle of 
the mouth. He had become depressed, sleepless and mo- 
rose. 

Examination revealed an extraordinary degree of mutila- 
tion over the right cheek with a depressed area over the 
antrum, the scar of radium burn and the patch of anes- 
thesia produced by section of the infra-orbital nerve. 
There was no other anesthesia, but the right masticatory 
muscles were paralyzed, all being signs of operations per- 
formed elsewhere. The posterior root was sectioned to re- 
lieve more recent pains, which he declared were worse 
than the original pain. There was immediate cessation of 
the shooting, sudden pains, but he complained just as 
bitterly of a grinding, pressing, drawing sensation over 
the right cheek. 

This patient’s life history and his constitutional 
make-up were sufficient to stamp him a biologic 
inferior. Recent correspondence contains long 
rambling complaints of pain worse than before, and 
philosophic discussions of his misery and suffer- 
ing. It is possible that this patient and others of 
the same type terminate in state hospitals with a 
psychosis of which the earliest signs were present 
at birth. 


The pain of angina pectoris may be referred to 
various zones of the trunk and extremities. Willius 
has described unusual locations for this pain, but 
rarely is one tempted to assume that pain in the 
upper and lower jaws belongs in this category 


(Case 8). 
ANCINA PECTORIS REFERRED TO THE RIGHT SIDE OF JAWS 


Case 8 (A311057). Mr. O. R., aged seventy-three years, 
came to the Clinic April 9, 1920, complaining of paroxysmal 
pain in the right upper and lower jaws, that came on once 
or twice a day, usually when he walked up hill just after 
breakfast. Excitement, anger or hard physical exertion 
alw -’s precipitated the attacks, which lasted about thirty 
min_.es. The pain was steady, severe and reached a maxi- 
mal severity with rapid diminution at the end of the attack. 
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Alcohol injections of the infra-orbital and inferior dental 
nerves had been given without relief. 

Examination revealed marked arteriosclerosis and myo- 
cardial degeneration. Electrocardiograms revealed arbori- 
zation block, and roentgenograms, marked enlargement of 
the heart to the left. The pain continued until the patient 
died three years later. He was relieved temporarily by amyl 
nitrite inhalations; deep alcohol injections of the fifth 
nerve did not relieve him. During the last year of his life 
the attacks of pain radiated down the left arm. He died, 
apparently from cardiac failure. 

The diagnosis in this case was made on the defi- 
nite association of pain, exercise, emotions and the 
usual factors bringing on an anginal attack. Clin- 
ical investigation revealed enough cardiovascular 
disease to substantiate this assumption, and the re- 
lief produced by amyl nitrite inhalations further 
substantiates such a diagnosis. At the time the pa- 
tient was examined at the Clinic the pain did not 
radiate down the arm, but it did later. The patient 
eventually died of cardiac insufficiency. 

These are only a few of the cases of pain in the 
fifth nerve area, and they represent but a small part 
of the problem of diagnosis. There remain a large 
number of case records in our files in which no 
satisfactory diagnosis could be made, of which Case 
9 is an example. 

FACIAL PAIN OF UNCERTAIN ETIOLOGY 

Case 9 (A250831). Mrs. W. T., aged thirty-eight years, 
had an exploratory laparotomy May 14, 1921, and a diag- 
nosis of linitis plastica was made. Immediately after the 
operation she had constant slight burning pain over the 
second and third divisions of the left fifth nerve, as if 
burned by the ether. This continued unchanged until Au- 
gust 9, 1923, in the meanwhile extending to include the 
first division area, the left side of the tongue and the in- 
side of the mouth. The condition was not influenced, ex- 
cept that it was worse with fatigue, and after exposure to 
cold wind. There was also dull aching pain around the 
left orbit, especially at the outer margin. This was not 
constant, occurring about every three weeks. 

Examinations of teeth, sinuses and local structures were 
negative, as was the neurologic examination. Cocainiza- 
tion of the right sphenopalatine ganglion made the pain 
worse. No definite diagnosis was made. 

This case represents a vague, intangible group of 
symptoms and, although simply detected, extraordi- 
narily difficult to interpret. The patient has pain 
that seems to fit into no known category, and cor- 
responds to no known classification. There are 
many such patients seeking relief, and often failing 
to get it. Their disease is often disguised by terms, 
such as facial neuralgia, which mean nothing to the 
physician, but usually satisfy the patient. Until 
the cause is known, treatment, obviously, is ineff- 
cient, and too often consists of analgesic remedies 


that give only temporary relief. Surgery makes the 
pain worse, and until there is a more comp ‘ete 
understanding of what these symptoms signify, t! ere 
can be no progress toward cure. As a sympt m, 
pain in the area supplied by the fifth cranial nm rve 
requires the utmost skill and patience of the d ag. 
nostician to interpret, and only too often a ea. 
sonable conclusion as to its significance canno! be 
reached. Further study, observation and resewrch 
may in the future clear up these problems as - ell 
as correct many of the mistaken ideas at the pre-ent 
time. 
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DISCUSSION 


Dr. Ancus Morrison, Minneapolis: Dr. Parker has very 
ably presented the different clinical conditions which may 
be responsible for pain in the area of distribution of the 
fifth nerve. The matter of determining the cause of such 
pain in certain cases is not always easy. When we have 
determined the cause, we are often able to alleviate the 
pain by alcoholic injections or by a more radical surgical 
procedure; in other cases, those which are due to a psy- 
choneurotic cause, by helping the patients to adjust them- 
selves in facing their situations. 

However, as Dr. Parker has mentioned, there is a group 
of cases having pain in the area of the fifth nerve for which 
no etiological factor can be found. Dr. MacGibbon, who 
will follow me in the discussion,.has some very interes! 'ng 


Natural history of tic douloureux with 
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facts, not only as to the possible cause of at least some of 
those cases falling into the group of unknown etiology, but 
also a method of relieving the pain in this particular group. 

Before discussing this further, I would like to hear what 
D.. MacGibbon has to say. 

Dr. E. E. MacGrsson, Minneapolis: Although I am 
suyposed to discuss Dr. Parker’s paper, I am not qualified to 
tak on the subject of tumors, migraine, etc. I can only 
sp-ak of pain in the area supplied by the fifth cranial nerve 
frm the dental viewpoint. 

Or. Parker states that there are a number of cases, the 
et.ology of which is not known. We hope to explain the 
etology of a percentage of this group of cases by a theory 
of ganglionic trauma resultant from abnormal mandibular 
mvement. 

Let me explain our point with this chart of the lingual 
aspect of the right mandible, ascending ramus, Gasserian 
ganglion and the numerous nerve trunks and foramen in 
this locality. You will notice that the mandibular nerve 
leaves the Gasserian ganglion through the foramen ovale 
and passes through soft tissue to the mandibular foramen, 
where it again enters bony structure. Cunningham’s Anat- 
omy and other anatomists tell us that in the normal 
mandibular movements this nerve trunk is subject to a 
slight strain. 

In patients who have suffered the loss of teeth, abrasions 
or malocclusion, we have abnormal mandibular movements 
which put an additional strain on the mandibular nerve 
trunk and also the Gasserian ganglion and its branches. 

Working on this theory we have restored facial dimen- 
sions and stabilized the mandible by the means of artificial 
dentures and brought about relief of the neuralgia symp- 
toms over a period of one to four months; the pain return- 
ing when the patients became accustomed to their plates 
and returned to excessive mandibular movements again. 
These plates were taken from the patients for a few days 
and the neuralgia returned and was relieved shortly after 
the plates were inserted again. 

One patient I remember very distinctly. We took his 
lower plate from him, unbeknown to him, because we 
wanted to see if the pain would return. Two days later he 
was at the entrance to the Clinic in the early morning wait- 
ing for it to open so he could get his plate back. He was 
biting on a piece of wood to hold his mandible quiet to try 
to prevent the neuralgia. 

You will notice these people talk with their mouths 
closed, they do not enjoy eating, and they are always trying 
to keep the mouth quiet for fear that the pain will return. 
That is why I think when patients say they have had a 
tooth extracted and feel better for a few days, it was due 
to a sore mouth which the patient was favoring. Working 
for three years on this theory of ganglionic trauma due to 
abnormal mandibular movements our results have been so 
gratifying we cannot help but feel that herein lies the 
cause of a percentage of these cases of paroxysmal trigemi- 
nal neuralgia. 

I say “we” all through this discussion, because my asso- 
ciate, Dr. W. K. Haven, deserves every bit as. much credit 
as I do for this work. 

In closing I would like to give a technique that is pain- 
less for the relief of paroxysmal trigeminal neuralgia. A 


number of authors speak of a trigger or one nerve trunk 
that seems to set off the tic. With this thought in mind I 
have found this nerve trunk in a large number of cases by 
a process of elimination with a series of novocaine injec- 
tions. After finding this trigger, it was injected with two 
per cent novocaine, followed ten minutes later by the 
alcohol. I have been able to relieve the tic neuralgia in 
each case for a period of several months. 


This has an advantage over the other alcoholization by 
injecting one trunk only instead of several, as has to be 
done in severe cases if several nerve trunks are involved in 
the neuralgia. 


Dr. Tuos. B. Hartzett, Minneapolis: I would like to 
add a word to this discussion. About five years ago, Dr. 
Silverman, of Atlanta, Georgia, gave his experiences with 
some 20 or 25 cases; and he pointed out the fact that that 
branch of the fifth nerve that passes around the coronoid 
process is frequently the one at fault. It was through him 
that I described the method of singling out the offending 
nerve by anesthetic injection into the several trunks, thus 
finding the offending trunk which when injected gave relief 
from pain. Since reading his article I have seen quite a 
considerable number of cases of so-called trifacial neuralgia, 
and I have had three in which that branch which is illus- 
trated in the picture as passing around the coronoid process 
has happened to be the one. Whether or not that is due to 
the fact that that branch is bent and flexed a good deal in 
the act of mastication, I do not know; but I do know that 
when that one does happen to be the branch, if you will 
load it with alcohol, usually the neuralgia is relieved. It 
was, in these three cases, at any rate. 


Dr. ARNoLD Scuwyzer, Saint Paul: I want to empha- 
size the one point that if you have a neuralgia in the face 
you should examine minutely all of that side. Two cases 
made that very clear to me. One case was brought in, an 
Italian with a tremendous tic douloureux apparently in the 
orbit and in the supra-maxillar area. We found a bad tooth 
in the lower jaw, an infected tooth. He didn’t think that 
that could be the cause, but he had it pulled, and he has 
remained well since. That is not so very recently; it is at 
least over a year. 


The other one was a case of a nurse who had a number 
of things done to her tic. She had very severe attacks, 
and she was dopey from morphine. Again we found a 
tooth that brought on these tics—this time in the upper 
jaw. The tooth was removed and that relieved the condi- 
tion. She was apparently not entirely free from pain dur- 
ing my summer vacation; she had some pain, and she went 
back to the dentist. There were three or four teeth behind 
the bad one, which were perfect, and this dentist drilled 
every one of these teeth and took the roots out so as to 
relieve the pain (!). Now those were good teeth, and they 
were criminally damaged that way. 

In 1903 I went to Munich to see the man who first 
brought out these alcohol injections in trifacial neuralgia. 
Professor Schloesser was doing that work. He complained 
bitterly that some other people had stolen his idea and had 
published things. One thing that I saw and which seemed 
to me particularly good and valuable was this: He has an 
entirely different method from the usual one to inject the 
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third branch, and his is so simple that a man with a rea- 
sonable amount of dexterity can do it out in the country, 
if he just tries first on an ordinary skull. You take the 
lower jaw; you outline the ascending branch with your 
fingers; then go directly in the axis of this ascending branch 
in with a long needle, which is not too pointed, but rather 
cut off less obliquely than the usual hollow needles, and 
you just advance that needle upward on the inside of the 
jaw, always exactly in the line of the ramus ascendens. 
When you are halfway up you find you hit a little bit of a 
prominence. There is a little prominence just over the 
entrance of the dental nerve, the lingula, and that as a rule 
you can make out very easily. Then if you push the least 
little bit ahead, the patient will tell you he has pain in his 
teeth; and if you should inject a little bit of alcohol, he 
will tell it to you in a vivid way. Then you can go up 
further and you strike the part where the third branch gives 
off the lingual nerve; and if you strike that he will tell you 
he has pain now also in his tongue. Then you go straight 
up to the base of the skull; you cannot hit anything dan- 
gerous there; and all you have to do is to feel with the 
point of your needle along the skull, moving the point of 
the needle gradually inward until you come to a depression. 
This depression is the foramen ovale. 

I have demonstrated this to many doctors and had them 
try it, and they usually hit it the very first time. The fact 
is that if you don’t always hit it, you can inject a little and 
feel your way through until the patient is very emphatic, 
and then you are sure you have hit the nerve. 

Twenty years ago (I had just come home from Europe) 


I had an extreme case of tic douloureux, a most pitiful 


picture. I injected alcohol there several times; and I jist 
saw that woman’s granddaughter last week, and she told ine 
that the patient has remained absolutely well. So even in 
fierce cases of tic douloureux, which are known as a rile 
not to yield to alcoholic injections, you are liable now nd 
then to get a good result, a permanent result. 

Dr. H. L. Parker, Rochester (closing): I am very gr. ie. 
ful for the liberal discussion that my paper was accori!«d, 
and I regret that my time was not long enough to pernit 
me to bring up the question of therapy. Therapy in these 
cases is, of course, a very difficult matter and the cases '\\at 
I had selected for discussion were in the majority \ry 
severe ones wherein almost every form of therapy had hen 
attempted in vain. In most of them there had been too 
much therapy. 

I hardly like to enter into the discussion as to the etio| gy 
of trigeminal neuralgia since, of course, that has been imore 
or less carefully gone into in the last decade. The assu:np- 
tion as to the cause of the disease from the success «{ a 
given treatment is a very risky one unless the patient has 
been followed over a long period of time, since such cases 
tend to go into spontaneous remissions whereby it may be 
erroneously inferred that they have been cured. 

I was particularly interested in Dr. MacGibbon’s discus- 
sion as to the cause of a particular type of pain in the face 
and I assume that he was particularly referring to the type 
designated paroxysmal trigeminal neuralgia. He has of- 
fered a very definite and common sense therapy and I feel 
that in the future when this has been thoroughly tried out 
new interest and new light will be cast on the whole 
subject. 








PAYMENT OF ANNUAL DUES 

The fiscal year of most of the state medical associations 
has been made to correspond with the calendar year. It 
would undoubtedly simplify matters considerably, so far as 
records of county, state and national societies are concerned, 
if the calendar year coincided with the fiscal year in all 
states, but some of the oldest associations prefer to adhere 
to long established precedent and their wishes in the mat- 
ter are supreme and are accorded the fullest respect. 

In all state associations which begin their fiscal year on 
January 1, state dues are payable on that date and, of course, 
dues to county societies are payable at the same time. 
There are very few members, if indeed there be any at all, 
who are not fully aware of that fact, but there are a preat 
many who, through sheer carelessness or otherwise, neglect 
to send their dues to county secretaries for weeks or even 
months after they have become payable. Some societies are 
very lenient in the matter; some, indeed, are entirely too 
lenient. Others are very strict and drop from their mem- 
bership rolls all who have not paid annual dues by Janu- 
ary 1. In most instances, state associations whose fiscal 
year begins with the calendar year allow the names of 
delinquent members to remain on the roster until April 1, 
at which time they are dropped if dues are still unpaid. 

The membership roster of the state association is made 
up of the names of members reported by the county secre- 
tary to the state secretary; the membership roster of the 
American Medical Association is made up of the names 
of members reported by the state secretary to the secretary 


of the American Medical Association. Obviously, a man 
who does not pay his dues to his county secretary at the 
right time need not expect his name to appear on the list 
of members of the state association or on that of the Ameri- 
can Medical Association. The county secretary who does 
his full duty has enough to do without having to be ever- 
lastingly after members to pay dues when due. Incidental- 
ly, the state secretaries and even the office of the Secretary 
of the American Medical Association are reasonably busy. 
It costs medical societies money when the secretaries have to 
enter, drop and re-enter names, over and over, year after 
year. But aside from all that, membership dues should be 
paid and paid promptly when due just because it is right 
that they should be so paid. 

As is pointed out in another column in this issue of the 
Bulletin, the reapportionment of delegates from the state 
associations to the American Medical Association will be 
made at the next annual meeting in Chicago. This will be 
effective on the basis of the membership of state assovia- 
tions as they have been reported to the American Medical 
Association, April 1, 1924. 

While reminding members of their duty to pay annual 
dues at the right time, it may not be amiss to remind those 
county secretaries who are negligent about reporting ‘o 
state secretaries—and there are such—that such negligence 
works hardships and injustice on members who have paid 
their dues and who are entitled to have their names prope:!y 
recorded on the membership rolls of state associations ad 
the American Medical Association—A. M. A. Bulletin. 
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TUMORS OF THE SPINAL CORD: SURGICAL 
TREATMENT AND RESULTS* 


ALFRED W. Anson, M. D. 
Section on General and Neurologic Surgery 


Mayo Clinic, Rochester, Minnesota 


Inasmuch as surgical treatment of tumors of the 
spinal cord offers the only possible relief for pa- 
tints so affected, and since 50 per cent of such 
tunors exposed at the time of operation are remov- 
alle, it is imperative that careful examination be 
made of patients complaining of root pains or 
atypical abdominal pains, and also of anesthesias 
and paralyses of the extremities, in order to rule out 
the possibility of tumors of the spinal cord. It is 
also very important to make a diagnosis early, be- 
fore paralysis becomes too marked, since the recov- 
ery following surgical treatment of patients whose 
complaints are of short duration is more complete 
and rapid. 

PATHOLOGY 


The type of tumors of the spinal cord depends 
on the origin of the neoplasm; those arising from 
the vertebrae and from the tissues of the spinal 
canal are bony, cartilaginous or fascial; those aris- 
ing from the meninges are endotheliomas, fibromas, 
psammomas, and so forth. Such tumors, as a rule, 
are not very large, are slow growing, and rarely 
malignant; their early removal favors ultimate cure. 
Tumors of the cord itself are usually gliomatous, 
and arise around the central canal; some degener- 
ate and become cystic, others remain firm and solid. 
Ependymal gliomas arise from the conus and extend 
downward through the canal of the lumbar region, 
and occasionally to the sacral region. Most epen- 
dymal gliomas in the lumbosacral region are en- 
capsulated and not adherent to the lumbosacral 
roots, but may be situated between them and fill 
the spinal canal. Besides the ependymal cell gli- 
omas in the area of the cauda equina, large cystic, 
degenerating neurofibromas sometimes occur, which 
develop slowly and erode the laminae; they also 
produce blocking of the spinal canal and there is 
likely to be yellow spinal fluid below the tumor. 


SYMPTOMS 


A thorough history is invaluable in making a 
differential diagnosis in these cases, since the com- 
plaint at the onset may be only a slight sensory or 


*Read before the Minnesota State Medical Associa- 
tion, St. Paul, October 10 to 12, 1923. 


motor loss followed by an increase in the severity 
of the initial complaint, with a greater sensory loss 
or paralysis until there is complete loss of all sensa- 
tion and motor power, besides increased reflexes 
below the level of the segment involved. Bladder, 
sphincter, and sexual control disappear last in cases 
of extramedullary tumors, but disappear early in 
cases of intramedullary tumors. The combination 
of symptoms depends on the relation of the tumor 
to the spinal cord: those arising dorsally will first 
produce sensory changes; those arising anteriorly, 
motor disturbances, and those arising laterally, the 
Brown-Séquard’s syndrome. Tumors arising from 
or attached to spinal nerves will produce pain, 
while those originating in the meninges or cord 
without coming in contact with a nerve root may 
develop without pain. In many instances the initial 
symptom is pain, but as anesthesia progresses the 
pain frequently diminishes, and may be absent at 
the time of examination. 


It has been customary to defer laminectomies 
until the patient presents a definite sensory and 
motor level, and it is not uncommon to examine 
patients who have undergone various laparotomies 
for pain, without relief, when in reality they were 
suffering from root pain. A number of patients 
have been explored recently in the Mayo Clinic 
who complained of excruciating root pain without 
impairment of motor function, and with or without 
slight sensory disturbances. The pain of which 
such patients complain is very similar; it usually 
radiates along the distribution of one or both sciatic 
nerves, and is associated with or without tenderness 
over the upper lumbar spine. The pain is exagger- 
ated by coughing, sneezing or bending forward, and 
also when the patient lies down, becoming so severe 
that he is compelled to leave his bed and walk 
around; it is unlike the pain of true sciatica, which 
is relieved when the patient reclines and flexes back 
and extremities. Tumors of the cauda equina are 
likely to produce pain for months before sensory 
or motor disturbances appear. A good rule to fol- 
low is thorough examination of the patient who 
complains of sciatic pain, but is not relieved by the 
usual treatments for sciatic neuritis and sacro-iliac 
disease. Besides the neurologic examination, dif- 
ferential pressure determinations of the spinal fluid 
of the cisterna magna, and of the spinal fluid at 
the fourth lumbar interspace, may be of some diag- 
nostic value. If there is a block im the spinal canal, 
the pressure of the fluid in the cisterna magna is 
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greater than in the fluid at the fourth lumbar inter- 
space when the jugular pulse is compressed. This 
blocking can be produced by inflammatory lesions 
of the meninges, but it is more likely to be caused 
by a tumor of the spinal cord. ‘Pneumography of 
the spinal canal may prove of some assistance in 
determining the character of the lesion, but usually, 
if careful neurologic examinations are made, the 
levels of anesthesia and paresis can be elicited early 
in the course of the disease. Spinal punctures also 
are of diagnostic value. When yellow spinal fluid 
is obtained by puncture, it too suggests blocking 
of the spinal canal. The Nonne test is often posi- 
tive in cases of tumors of the spinal cord, but the 
average cell count is normal and the Wassermann 
test of the spinal fluid is not made positive by the 
presence of the tumor. 
SURGICAL PROCEDURES 

No special technic is required in laminectomies 
for the removal of tumors of the spinal cord, ex- 
cept the precaution against traumatizing the cord, 
or permitting hemorrhage within the dura. The 


spines and laminae are removed; the muscles are 
closed in two planes with interrupted and continu- 
ous sutures of catgut, and the skin is closed by a 


subcuticular stitch of catgut, and a dermal suture. 
If the tumor is in the cervical region, unilateral 
laminectomy is performed, with removal of the 
lamina opposite and the spine over the tumor. This 
precaution is taken because one patient had a recur- 
rence of symptoms owing to slipping of the bodies 
of the cervical vertebrae, which caused traction and 
pressure on the cervical cord, and resulted in 
paralysis. I prefer the one-stage laminectomy, but 
have found it necessary to perform the two-stage 
in seven cases, and a three-stage in one, because 
the lesions were so extensive. As a rule, three 
spines and laminae are removed before the dura is 
opened; five or six can be removed with little dif- 
ficulty. Ependymal cell gliomas of the cauda 
equina usually extend from the eleventh dorsal to 
the first or second sacral vertebra, and in such cases 
there will be complications if too much is attempted 
at one operation. Otherwise, the one-stage opera- 
tion is very satisfactory, especially to the patient. 
THE ANESTHETICS 


Ether has been employed as the anesthetic in 
most cases; however, obese patients and patiénts 
who are poor surgical risks have been operated on 
very satisfactorily under paravertebral anesthesia. 
It is necessary to apply a one per cent solution of 


novocain to the dura, which is exposed during 
laminectomy, and is not desensitized under pzra- 
vertebral anesthesia. A few drops of the solution 
can be injected into the dural canal above the tunior 
without danger. Novocain can also be used to 
produce intraspinal anesthesia in low laminectomies 
of the lumbar and sacral regions, but should be 
used cautiously, if at all, in middle dorsal or up) er 
dorsal lesions. 
POSTOPERATIVE CARE 


The care of patients after laminectomy diflers 
little from their care after other operations. Pref- 
erably for three or four days, the patient is kept 
on his abdomen on three or four soft pillows, his 
head slightly lower than the operative field, always 
avoiding undue pressure on the bony prominences. 
He is then permitted to turn on his side, and after 
ten or twelve days to lie on his back. About the 
fourteenth day he may sit up in a chair. He is 
more comfortable in the prone position, the wound 
heals more rapidly, and there is less danger of 
drainage of cerebrospinal fluid, especially in cases 
of intramedullary tumors in which the dura is left 
open. Provided the patient has not previously been 
catheterized, the bladder is allowed to overflow. If 
there is cystitis and the patient has been catheterized, 
a retention catheter is inserted before operation, 
and changed about once a week. The bladder is 
lavaged daily with a two per cent solution of boric 
acid, and about 15 c.c. of a 10 per cent solution of 
argyrol is introduced and allowed to remain in ihe 
bladder for one-half hour. If there is any evidence 
of pyelitis, acid sodium phosphate and hexamethy- 
lenamin, seven grains of each, three times a day, 
are administered. This is followed by a week of 
rest, then a second course of medication. 


SURGICAL TREATMENT AND CONVALESCENCE 


Extradural and intradural but extramedullary 
tumors can usually be removed completely with 
very little difficulty, but intramedullary tumors are 
difficult to remove. In my experience one endothe- 
lioma only could be removed completely; this 
tumor arose apparently from the pia mater and 
extended into the cord. In several instances I have 
attempted partially to remove intramedullary iu- 
mors, and sometimes have split the cord dorsally 
and permitted the tumor to extrude. The results 
have been twofold: certain patients have been male 
worse, others have improved for a time and then 
symptoms have recurred. As a whole, the resv'ts 
of removal of intramedullary tumors are unsa'is- 
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* factory, and I believe that, unless the tumor is very 
close to the dorsal surface of the cord, less damage 
will be done and more temporary relief afforded 
the patient by laminectomy and dorsal incision of 
the cord. The administration of radium may prove 
of some value; one patient apparently improved; 
another improved for one month following partial 
renoval of an intramedullary tumor and then 
failed until he was paralyzed completely. If ra- 
diam is used, it should be screened very carefully, 
and not placed directly on the cord. 


Recovery depends on the duration of symptoms. 
If the tumor has been removed without trauma, a 
patient who has had symptoms for one year or less 
may be expected to recover completely, and if he 
has had symptoms for not more than three years, 
to improve markedly. Recovery is more complete 
following the removal of soft tumors than hard, 
nodular ones; and, if the same degree of paralysis 
exists, recovery is more complete if the tumors are 
in the caudal or lumbar region, than if in the dorsal 
or cervical region. 


MAYO CLINIC CASES 


The records of the Mayo Clinic from January, 


1910, to October 1, 1923, show that 151 patients 
with a diagnosis of possible tumor of the spinal 
cord have been explored. LEighty-eight of these 
patients were males, and sixty-three, females. The 
oldest patient operated on was sixty-five years, and 
the youngest, twelve years; the average age was 
forty-one years. For purposes of study the patients 
were divided into nine groups: 

Group 1.—Twenty-one patients with extradural 
tumors. 


Group 2.—Forty-six patients with intradural but 
extramedullary tumors. 


Group 3.—Forty-one patients with intramedul- 
lary tumors. 

Group 4.—Thirty-two patients in whom no tumor 
was found. Some of these patients had chronic 


meningomyelitis, and in four, tumors were found 
later. 


Group 5.—Four patients with angioma (varicose 
veins) of the spinal cord. One patient gave a 
positive history of syphilis. 

Group 6.—Only one patient in whom an echino- 
coccus cyst of the cord was found; she had been 


operated on for echinococcus cysts of the lung and 
liver. 


Group 7.—Two patients with tuberculoma of the 
cord, one of whom had an extensive tuberculoma 
on the anterior and lateral surfaces of the cervi- 
codorsal cord, associated with miliary tuberculosis; 
these findings were verified at necropsy. The other 
patient had unilateral inflammatory lesions of the 
cauda equina, resembling tuberculoma without neo- 
plastic cells; the condition had not progressed since 
1917. 


Group 8.—Two patients with gumma of the cord; 
both gave histories positive for syphilis, and pre- 
senting definite levels of paralysis. In one the men- 
inges were thickened and adherent to the cord in a 
large mass for 4 cm. The other patient gave a 
history of symptoms for about six months, and pre- 
sented much the same findings except that the dura 
could be separated from the soft inflammatory mass. 
Part of the mass was removed at operation, the 
wound was closed, and the dura left open. The 
patient recovered his motor power and sensation, 
and was apparently free from symptoms for four 
years following operation, after which there was 
no further record. 


Group 9.—Two patients with cerebellospinal tu- 
mors; the age of one patient was forty-eight years, 
and of the other, two and one-half years. Both 
had tumors of the vermis, extending through the 
foramen magnum into the spinal canal. Partial 
removal only was possible, and both patients died 
soon afterward. 


Duration of symptoms.—The average duration of 
symptoms was twenty-nine months in Group 1, fifty- 
two months in Group 2, forty-one months in Group 
3, and forty-five months in Group 4. The number 
of patients in the other groups is too small to per- 
mit of a fair estimate. 


Root pain.—Fourteen patients, two-thirds of the 
number, in Group 1, had root pain, it was present 
in thirty-six patients (78 per cent) in Group 2, in 
thirty patients (73 per cent) in Group 3, and six- 
teen (50 per cent) in Group 4. Two of the four 
patients in Group 5 had root pain, and four of the 
seven patients comprising Groups 6, 7, 8 and 9 (57 
per cent) had the pain. 


Paralysis, and motor and sensory disturbances.— 
While sensory paralysis and motor disturbances are 
the predominating symptoms, it is not uncommon 
to see patients with only one or the other. Nine 
of the 151 patients had no motor disturbance, 
ninety-eight had partial motor disturbance, and 
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forty-four had complete paralysis below the level 
of the lesion. Ten patients had no sensory distur- 
bance, eighty-six had partial loss of pain, tactile 
and temperature sensibilities; fifty-five had com- 
plete loss of sensation below the level of the lesion, 
thirty-four had no bladder disturbance, seventy-six 
had partial loss of bladder control, forty-one had 
complete loss of bladder control, twenty-nine had 
no loss of rectal sphincter control, seventy-three 
had partial loss, and forty-nine total loss. 


SPINAL FLUID FINDINGS 


These findings reveal the frequency of xantho- 
chromia, high cell count, globulin and positive 
Wassermann reaction. One hundred seventeen spinal 
punctures were made on the 151 patients operated 
on. Xanthochromia was found in the spinal fluid 
in fifteen; there was a positive Nonne test for globu- 
lin in fifty-six, and the average cell count was three 
in those in whom the count was taken, the highest 
count being 29. In all the Wassermann reaction on 
the spinal fluid was negative, although three pa- 
tients gave histories positive for syphilis. 


LOCATION OF TUMOR 
In seventy-eight patients, the tumor was in the 


dorsal region; occasionally it extended into the 
cervical and lumbar areas, but the principal por- 


tion was in the dorsal region. In twenty-six pa- 
tients, the tumor was in the cervical region, in fif- 
teen in the lumbar, and in four in the sacral. In 
twenty-eight no tumor was found, or the symptoms 
were caused by an inflammatory process. 

Sixty-one tumors were completely removed (50 
per cent of the 119 tumors found), and thirty were 
partially removed (25 per cent). In thirty-two pa- 
tients, no tumor was found at the time of opera- 
tion, the lesion being a meningomyelitis, or a tumor 
which was missed. Four patients of the series 
proved later to have had tumors, two endotheliomas 
of the cord, and two, Middledorpf tumors of the 
sacrum. In twenty-eight instances it was impossible 
to remove the tumor. 


END-RESULTS AND SUMMARY 


The records of patients operated on from 1910 
to the present time are reviewed; patients operated 
on during the last year or two have not, of course, 
had sufficient time to experience the maximal 
amount of improvement, and therefore the end- 
results should be better than they now seem. One 
hundred eight of the series of 151 patients are liv- 
ing; thirty-three are perfectly well and working; 


six are improved and doing some work; thirty-five 
patients are improved, but not working, and six im- 
proved for a time, but their symptoms return:d 
due to progression of the lesion. Fifteen of the 
patients are helpless, and thirteen were not trace. 
One hundred sixty laminectomies were perforn-d 
on the 151 patients, seven patients having had two 
laminectomies and one a triple laminectomy for «x- 
tensive lesions. 


One hundred nineteen neoplasms were found at 
the operating table, 80 per cent of which had ben 
correctly diagnosed. Sixty-one tumors were :e- 
moved completely, 50 per cent of the total num- 
ber found, and thirty tumors were removed pur- 
tially, 25 per cent of the tumors found. Thiriy- 
three of the patients were cured and working, 36 ~ 
per cent of the number in whom tumors were re- 
moved or partially removed, six patients were im- 
proved and doing some work (6.5-+ per cent), 
and thirty-five were improved but not working 
(38 + per cent). Seventy-four patients improved 
following operation, which was equivalent to 48 
per cent of the 151 in whom laminectomy was per- 
formed, or to 62 per cent of the 119 patients in 
whom tumors were found. 


DISCUSSION 


Dr. J. Frank Corsett, Minneapolis: Dr. Adson’s de- 
scriptions were so graphic and the whole paper so pregnant 
with suggestion that I hesitate somewhat in trying to add 
anything to that paper. However, in a very homely way | 
shall try to bring before you the picture that we so often 
see: An individual with complete motor paralysis, com- 
plete sensory paralysis, paralysis of the bladder and rectum, 
covered with bed sores, tortured with pyelitis, awaiting 
death. That is the picture of spinal tumor that we some- 
times see; and it for the reason that we do see these ad- 
vanced cases that the results of spinal surgery are not bet- 
ter than they seem to be. All of these cases—or the great 
majority—at some time were operatable; but the diagnosis 
of spinal tumor is difficult. So many times the picture is so 
indefinite that these cases have been treated for pleurisy, 
have been treated for gall-bladder disease, have perhaps 
had every conceivable operation done upon them except tlic 
one they needed. Then finally after a long series they come 
to the neurologist and to the surgeon for operation. Dr. 
Adson’s talk has done much to clarify the diagnosis. He 
could not by any means go into all of the details; but lie 
has hinted at many things that I think will be of value to 
all of us. 


In regard to the treatment I am thoroughly in accord wit!) 
what Dr. Adson has said in regard to the two stage ope! 
tion. It frequently is necessary to remove a large number 
of laminae. There is bound to be some hemorrhage wit! 
this and some shock. The local anesthesia lessens t!'° 
hemorrhage, lessens the shock, lessens the danger tha! 
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comes from the recovery from the anesthetic. That is 
material. It is efficient and easily done. There are one or 
two places in the past where I have failed, and usually it 
hes been on account of the one stage operation. I have 
tried to do too much. Particularly where you have an extra- 
dural tumor or any type of tumor that extensively involves 
the roots, be careful with your dissection. Always in that 
kind of case I should say do a two stage operation. Block- 
ing the roots if feasible with novocaine may in some mea- 
sure prevent the shock; but the most severe shock and the 
things that I have regretted most in my life have been too 
much interference with the roots. You can do a lot of 
surgery in other places, but you cannot do it there. 

I think this is a wonderful series. I had one case, a 
voricosity of the spinal cord; and I thought it was so rare 
a case that I would dilate upon it. But much to my 
chagrin here Dr. Adson presents four of these cases. A 
simple decompression will accomplish improvement, but it 
is short lived, or apt to be. On the other hand, radical 
removal is apt to do a great deal of damage; and if at- 
tempted at all they must be removed radically. 

Dr. R. E. Farr, Minneapolis: In discussing this paper 
I feel something like a greyhound barking at an express 
train going by. My experience in this class of work has 
been very small; and still there are one or two points that 
I might dilate upon. Dr. Adson mentioned that there were 
three methods aside from those that he had given us for 
locating and diagnosing these tumors. He spent very little 
time on diagnosis, and he only mentioned one of these— 
perhaps forgot the other two. There is one thing that I 
believe it is well to call attention to at least, and that is 
the method of Ayer. Dr. Adson referred to this in a way 
when he called attention to the difference in the color of 
the fluid above and below the tumor. This method is, as 
you all know, the putting in of two needles, one above the 
supposed seat of the tumor and the other below, giving a 
difference in manometer reading, giving a difference in 
pulsation, from the blood pressure and from cough strain- 
ing and sneezing and so on, and giving a different type of 
fluid from above the tumor and below. It seems to me 
that that is one of the best methods of diagnosis that has 
been brought out in recent years, 

The difficulty of local anesthesia is not manifest until the 
cord and membrane are exposed. In the few cases that we 
have operated upon we found not the slightest difficulty in 
exposing the cord under straight infiltration anesthesia. 
We find it lessens hemorrhage, lessens shock. We have the 
co-operation of our patient and the patient can be made 
quite comfortable on the table. I believe the operation 
can be done fully as rapidly or more rapidly than if general 


anesthesia is used. When the membranes are exposed, we 
find them exceedingly sensitive. The first one I did was 
especially sensitive. The use of local anesthesia may bring 
out what Dr. Corbett has called attention to, that is, the 
opportunity to avoid doing too much. 

We tried two methods in an effort to produce anesthesia 
in spinal nerves. We tried bathing the nerve filaments in 
strong cocaine and injecting them with a very fine needle 
with novocaine. Now butin has been developed. It is 
almost as efficient a drug locally as cocaine, and much less 
toxic. I have not yet had a chance to use it, but I would 
suggest bathing the tissues with it in such a manner as 
not to allow it to get into the spinal fluid circulation in 
these cases. If we can get anesthesia of the local tissues 
after we have uncovered the cord and membranes, then 
local anesthesia in this work is going to mark an even 
greater advance. 

Dr. A. W. Anson, Rochester (closing): I am very grate- 
ful to Doctors Farr and Corbett for their discussion and 
appreciate Doctor Farr calling attention to the differentia- 
tion pressure method of Ayers. In my discussion I intended 
to present Doctor Ayers’ technique and Doctor Dandy’s 
pneumography method for determining spinal block. The 
differentiation pressure method is very valuable in determin- 
ing spinal block. Two spinal puncture needles are used; 
one is placed in the cisterna magna and the other into the 
fourth lumbar space. In the absence of spinal block the 
pressures are equal, but in the presence of spinal block, due 
to a tumor or inflammation, the pressure indicated by the 
manometer is greater in the cisterna magna than in the 
fourth lumbar interspace when the jugular pulse is com- 
pressed. This method does indicate block, but occasionally 
small tumors exist which do not produce block and inflam- 
matory lesions will produce block similar to tumors; though 
spinal block has been determined, it is not definitely local- 
ized and needs careful neurologic examination to determine 
the level. Pneumography of the spinal canal has also 
proven of value; this procedure consists of withdrawal of 
spinal fluid from the fourth lumbar interspace and the 
injection of an equal quantity of air which seeks the upper 
level and indicates the block in the spinal canal which is 
manifested by a darker shadow on the roentgenogram. 

While I have laid great emphasis upon the importance 
of early diagnosis and surgery in spinal cord tumors, I do 
not want to give the impression that every paraplegic patient 
has a cord tumor, but urge that the paraplegic should be 
given a thorough neurologic examination, and when a pa- 
tient comes with atypical pains, one should not forget the 
possibility of existing root pains caused by spinal cord 
tumors. 
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FACTORS IN HEALTH AND DISEASE THAT 
AFFECT THE METABOLIC RATE* 


Max H. Horrman, M.D. 
St. Paul 


The general term metabolism includes anabolism 
or the taking in of food, with its conversion into 
tissue and storage in the body, and catabolism or 
the breaking down of material in the body with the 
liberation of energy. 

This process is an oxidative one involving the 
utilization of oxygen and the production of carbon 
dioxide. By the term metabolic rate we mean the 
speed at which this transformation of energy is 
taking place. 

The determination of the metabolic rate is not 
an exceedingly difficult procedure, but consists in 
having the patient breathe indoor air and exhale 
into a tank. This is done for a definite length of 
time. The exhaled air is then analyzed for oxygen 
and carbon dioxide. This analysis tells us what 
kind of substances have been burned during the 
test. Knowing this and knowing how much oxy- 
gen has been used, we can calculate the number of 
calories that have been burned. 

The difference between the metabolic rate and 
the basal metabolic rate must be clearly understood. 
In the performance of the basal test the patient must 
be in the state of complete rest, and must have 
abstained from food for twelve to eighteen hours. 
The calories produced under these conditions are 
then compared with standards obtained from nor- 
mal individuals under the same conditions, and the 
results expressed in percentages above or below 
normal. 


The normal energy expenditure in an adult varies 
between 35 and 40 calories per square meter of 
body surface per hour. In the newborn the ener- 
gy expenditure is low. This increases for three to 
six years, when it begins to decline rather rapidly. 
At about twenty years the decrease becomes much 
In the female the energy expenditure is 
less than in the male. 

In this paper we propose to discuss the vari- 
ous factors that will change the basal metabolic 
rate to a non-basal rate. These factors can be con- 
veniently grouped under the headings of: (1) 


slower. 


*Read in symposium at the annual meeting of the 
nae, State Medical Association, St. Paul, October, 


muscular activity, (2) temperature changes, (3) 
specific dynamic of food, (4) medication, (5) stur- 
vation. 

Muscular exertion increases the metabolic r ite 
more than any other factor; and under this had 
should be considered the involuntary muscu ar 
movements such as shivering, dyspnea, and rcst- 
lessness. Merely sitting up in bed can increase ‘he 
metabolic rate 8 to 20 per cent; sedentary work 
100 per cent; moderately hard work 200 per cet, 
and hard work almost 300 per cent. The muscu! ar 
activity accompanying a chill may cause an in- 
crease of 75 to 200 per cent above the basal rate. 

It is important to think of the effect of muscular 
activity on the metabolic rate when the treatment 
of overnutrition or undernutrition is being con- 
sidered. 

To demonstrate this effect let us select for exam- 
ple a type of individual frequently encountered 
in practice—a high strung female, 25 to 30 
pounds underweight. She is constantly on the 
move, thereby keeping her metabolism rate up to a 
high level. Her predicted basal metabolism would 
be 65 calories per hour. Under conditions of ac- 
tivity such as sweeping the floor or washing dishes 
she would approximately burn up 150 calories per 
hour. A rest of one hour after each meal and two 
hours additional sleep at night would save for her 
almost 400 calories a day, or 4,000 calories in 10 
days. This is equivalent to the calories produced 
by burning one pound of fat in the body. 

In metabolic studies in active tuberculosis Mc- 
Cann found the metabolism to be between 20 and 
40 per cent above normal. This he believed was 
not the basal rate, but that the increase was due to 
muscular exertion accompanying cough and rest- 
lessness. 

The muscular activities must be considered in the 
ambulatory treatment of diabetes mellitus. For- 
merly we had to limit the individual’s activities to 
the level of his metabolic disturbances. At present 
by means of Insulin we can increase his caloric 
intake to allow him sufficient energy to perform 
his daily duties. To secure the most economical 
use of Insulin and to get the best result from a 
diet, we must know approximately how many cal- 
ories are being burned up in a day. With a know!- 
edge of the character of work being done the caloric 
output can be calculated within 20 per cent. 

Changes in body temperature alter the metabo! ic 
rate though not to such a great degree as dors 
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muscular activity. The metabolic processes are a 
ser'es of chemical changes, and follow closely Van 
Hof’s law, which states that, “For each rise in 
ten perature of 10 degrees C. the speed of a chemi- 
cal reaction increases 2 to 3 times.” 

A temperature of 100 degrees F. may increase the 
me'abolic rate 40 per cent. Although there is a 
def nite relationship between changes in the me- 
tabolic rate and changes in body temperature, they 
do not always run parallel. The discrepancy when 
present is due to other factors than to temperature, 
suc. as toxic protein destruction and restlessness. 

Jn some febrile diseases the metabolic rate is 
very high. In typhoid fever as many as 5,000 cal- 
oritss a day are produced. This shows how ex- 
tremely fallacious was the old idea of starving a 
fever. The number of calories fed should be gov- 
erned by the height of the temperature. At least 


10 per cent of the basal expenditure should be 
added for each degree rise in temperature. 

Changes in temperature in the medium surround- 
ing the body also alters the metabolic rate. Cold 
stimulates heat productions in the body; a cold 
douche or shower bath at 60 degrees F. may in- 
crease the metabolic rate 200 per cent. This may 


last from one to one and a half hours. Tempera- 
tures higher than that of the body also accelerate 
the metabolic rate though not to as high a degree 
as does the lower temperatures. 

A phenomenon little known to the practitioner is 
the specific dynamic action of food. This is a 
stimulation of the metabolic rate by the ingestion 
of food, resulting in a loss of energy to the body. 
This loss must be compensated for by an additional 
caloric intake. Protein possesses this property to 
the greatest degree, stimulating the metabolism 30 
to 40 per cent above the basal rate. Fats cause in- 
crease of 12 per cent and carbohydrates 6 per 
cent. 

In typhoid fever there is a marked increase in 
destruction of the body protein. This acts on me- 
tabolism in the same manner as does ingested pro- 


tein. This is one of the reasons why the metabolic 
rate in typhoid fever is higher than in many other 
febrile diseases. 

The stimulating effect of protein on the metabolic 
rate should be considered in those diseases where 
rest is essential. An increase in metabolism indi- 
cates that the body is doing more work. For that 
reason McCann advises against a high protein diet 
in active tuberculosis. 

An example of the stimulating effect of protein 
was related to me recently. This patient, a decom- 
pensated cardiac case, noticed a marked improve- 
ment in his symptoms following a beefsteak meal. 

Practically the only drugs that have an effect on 
the metabolism are thyroid extract preparations 
and adrenalin. Thyroid extract is extensively used 
in stimulating metabolism in hypothyroidism. Un- 
less very carefully used it is not without danger. 
The symptoms of increased metabolism, such as 
tachycardia, nervousness and polyuria, indicate 
that a sufficient amount of the drug has been given. 

The potencies of the various preparations on the 
market differ greatly as to their ability to stimulate 
metabolism. Thyroxin given intramuscularly in- 
creases it 2.8 per cent for each milligram injected. 
The effect reaches its height in about a week and 
lasts about ten days. 

All of the factors hereto considered act to in- 
crease the metabolic rate; starvation, however, 
causes a decrease. In an experiment on a fasting 
man there was a drop of 29 per cent in the metab- 
olism during the thirty days’ fast. This apparently 
is nature’s method of preventing the loss of body 
proteins. 

This review has necessarily been very brief; the 
time allowing hardly more than an enumeration of 
the various factors that alter the metabolic rate. 

It is important to remember that the basal met- 
abolic rate is the lowest energy output consistent 
with life, and that this rate is readily changed by 
muscular activity, changes in temperature, food in- 
take and thyroid preparations. 
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THE VALUE OF THE BASAL METABOLIC 

RATE IN GENERAL MEDICAL 
PRACTICE* 





A. E. Mark, M.D. 
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In the consideration of this subject, I shall limit 
myself for the most part to that field wherein met- 
abolic studies have been of most value; namely, 
thyroid disturbances, laying particular stress upon 
exophthalmic goiter, its symptomatology and differ- 
ential diagnosis. 

The metabolism test has emerged from the field 
of medical endeavor as one of the most valuable 
laboratory procedures. The past decade has been 
very fruitful in the development of laboratory tests 
which have made for medical progress as nothing 
else could have. 

Their advent, however, has been attended on the 
one hand too often by skepticism, and on the other 
hand by a too ready acceptance of the finality of 
their results. 

Much of this has been fostered by the tendency 
of rendering either a positive or a negative report 
without a closer investigation and discussion of the 
case. How often are patients branded as luetic on 
the exhibition of a false positive reaction? False 
positive Wassermanns are notoriously common, as 
well as the occurrence of positive Wassermanns in 
patients with other conditions than lues. 

The presence of a negative Wassermann as ex- 


cluding lues; the presence of a deformed duodenal . 


cap as always indicating duodenal ulcer; the pres- 
ence of a persistently increased blood sugar with a 
negative urine as always being of serious conse- 
quence, are only a, few of the many false interpre- 
tations which might be, and often are, placed on 
laboratory methods. 

The metabolism test, while being by far the most 
reliable and accuratg of the many laboratory pro- 
cedures, requires the observation of many impor- 
tant details which, if neglected, cause it to lose its 
deserved prominence in medicine. 

Of prime importance is the efficiency of the tech- 
nician,—the attainment of this efficiency being a 
matter of at least six months and preferably longer. 
The carrying out of the test under normal condi- 
tions, especially from the standpoint of the patient 
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as will be brought out by others in this symposiu'y, 
is of the greatest importance. The repetition and 
even repeated repetition of the test in doubtful ca:/ 
cannot be too strongly emphasized. This appl «& 
particularly to those patients whose first estimati sn 
is from plus 11 to plus 20 or 25. I have repeate: ly 
seen patients who have previously been conside: +d 
hyperthyroid on the basis of one reading, upon 
whom a subsequent reading would, I am sure, have 
been normal. As a matter of fact, a rate of pius 
11 to plus 20 or 25, in my experience, on a -e. 
checking proves in most cases to be within normal 
limit. There are isolated cases of hyperthyroidi m 
presenting a low reading, but in these the synip- 
tomatology is in harmony with the rate and as a 
matter of fact they are quite often unrecogniz:d 
clinically. 

Plummer" states that the basal metabolism in a 
given case of exophthalmic goiter must be at least 
plus 15 before it can be recognized clinically. 

According to Boothby? at least 95 per cent of all 
abnormally increased rates are due to hyperthy- 
roidism (exophthalmic goiter and adenoma with 
hyperthyroidism) if there is no fever. 

Increased rates are constantly present in exoph- 
thalmic goiter and hyperfunctioning adenomas, in 
the active stage of acromegaly and in fevers. They 
may occasionally be found in other diseases as es- 
sential hypertension, pernicious anemia, leukemia, 
diabetes, bronchial asthma, decompensated hearts, 
tuberculosis, carcinomas, etc. 

Decreased rates are present in myxedema, hypo- 
pituitarism, in cases of inanition from prolonged 
fasting or from restricted food intake such as oc- 
curs in anorexia nervosa, in esophageal stricture or 
in cardiospasm. 

In diabetes and pituitary tumors, basal metabolic 
readings are of definite value. The advantage of 
maintaining a diabetic on a diet somewhat below 
the basal metabolic requirement has been empha- 
sized early by Allen and DuBois* and more re- 
cently by Wilder, Boothby and Beeler.* In pitui- 
tary tumors, metabolic estimations offer a valuable 
aid in diagnosis as well as prognosis. Patients with 
low readings are poor surgical risks. 

The estimation of the basal metabolic rate has 
been of inestimable value in many fields of scien- 
tific investigation. With especial reference to the 
thyroid, one might mention the standardization of 
thyroxin, “the active principle of the thyroid gland” 
isolated by Kendall,® the classification and pathol- 
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o«y of goiter as brought out by Wilson,® the total 
ti-sue content, as well as the daily exhaustion of 
-yroxin, etc., as noted by Plummer,’ the compari- 
on of x-ray and surgical treatment as observed by 
\‘eans and Aub® and others; the aid it offers in 
c .oosing the proper course of treatment, etc. In 
f ct, its uses have been so numerous that one can 
ily begin to enumerate them. 

It finds its greatest application, however, in the 
« ferential diagnosis of thyroid diseases, especially 
y nen associated with hyperthyroidism, from neuras- 
t.enia, hysteria, effort syndrome, etc. The epineph- 
:n test has been found to be totally inadequate to 
« ferentiate between these conditions because of 

frequent occurrence in normal individuals. 

There is still a misconception amongst the medi- 
cl profession as to where hyperthyroidism really 
begins. It is especially in the differentiation of the 
normal from the abnormal that the metabolism test 
finds its great value. Unless readings from 0 to 
minus 10 or plus 10 are interpreted as signifying 
an absence of hyperthyroidism, I see no reason for 
using the test at all. I have repeatedly observed a 
tendency on the part of many men to cling to the 
idea that a patient may still be suffering from hy- 
perthyroidism, or at least partial thyroid intoxica- 
tion, as they express it, in spite of normal metabolic 
readings. I feel that this conception is fostered by 
the idea of periodic thyroid intoxication measured 
in periods of a few hours or days instead of weeks 
or months as is the case in patients with true hyper- 
thyroidism. 

An increased amount of thyroxin in the body re- 
quires time for its exhaustion even though the 
stimulus giving rise to that increase be removed. 

Following thyroidectomy for exophthalmic goi- 
ter, there is not an immediate return of the basal 
metabolism to normal, a state of hyperthyroidism 
still persisting over at least several weeks and often 
longer. In the case of thyrotoxic adenomata a 
normal level is reached in approximately seven- 
teen days. In this connection, it might be interest- 
ing to note that according to H. S. Plummer,® “after 
the administration of a single dose of thyroxin 
sufficient to bring the basal metabolism to normal, 
the physiologic status of a thyroidless patient be- 
comes normal in from ten to twelve days, remains 
approximately normal for ten days, and returns to 
the pre-existing status in from five to seven weeks.” 

In a consideration of the symptoms of exophthal- 
mic goiter, too much emphasis should not be placed 
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on the text-book cardinal symptoms; namely, tachy- 
cardia, exophthalmia, weight loss, nervousness and 
tremor. While having a definite significance and 
while being a usual accompaniment of this disease, 
they are by -no means diagnostic. 

DuBois, in his paper on exophthalmic goiter, 
says: “Exophthalmic goiter stands out as the dis- 
ease of increased metabolism, and the increased 
metabolism stands out as the chief symptom of 
hyperthyroidism. The determination of heat pro- 
duction seems to afford the best index of the 
course and severity of the disease. There was great 
need for some purely objective test in hyperthy- 
roidism to indicate the effect of treatment.” 

Exophthalmos is, to be sure, a very important 
finding and when present, especially with other 
symptoms, there is little room for doubt. How- 
ever, many patients with exophtha'mic goiter never 
develop exophthalmos, it being present in approxi- 
mately only 60 per cent of cases. Tachycardia, 
nervousness and tremor are so commonly present 
in neurasthenia that they have little diagnostic im- 
portance, except as confirmatory evidence. There 
is a small percentage of cases in which an evident 
tachycardia is not present, at least in the sense that 
the pulse rate is above what we recognize as nor- 
mal. 

W. A. Plummer™ has emphasided the importance 
of a feeling of sustained warmth as well as a his- 
tory of ravenous appetite. I wish to re-emphasize 
these and other symptoms also brought out by 
W. A. and H. S. Plummer, which are almost diag- 
nostic in themselves. 

A feeling of sustained warmth is one of the most 
significant symptoms and is practically always 
present. When asked whether or not the patient 
feels abnormally warm in an average comfortable 
temperature, the answer is in the affirmative. Fur- 
ther questioning reveals the fact that this abnormal 
heat is not transient or as hot flashes, but perma- 
nent, measured not in terms of a few minutes or 
hours, but over a period of weeks or months. This 
feeling of abnormal heat is quite natural when one 
considers the increased metabolism together with 
the open periphery. The latter is evidenced by the 
low diastolic blood pressure and the resultant in- 
creased pulse pressure, another important finding 
in exophthalmic goiter. 

A history of ravenous appetite is extremely sug- 
gestive. There are only two diseases, namely, ex- 
ophthalmic goiter and diabetes mellitus, in which 
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weight loss occurs in spite of increased food intake. 
A ravenous appetite is present at some time during 
the course of the disease in practically all cases. 
It usually requires close and repeated questioning, 
not only of the patient, but also of his family, to 
elicit this symptom. This is, as is well known, a 
very uncommon finding in the neurasthenic, who 
quite the contrary complains of a poor appetite. 

Weakness of the quadriceps groups again is also 
a very suggestive symptom. Although generalized 
weakness is practically always present the quadri- 
ceps muscles are affected all out of proportion to 
others. This manifests itself as an inability on 
the part of the patient to step up a high step with- 
out the use of the hands, or quite often even with- 
out assistance. The exophthalmic goiter patient, 
however, is not aware of this weakness until she ac- 
tually makes the attempt, being imbibed with an 
unusual degree of confidence which persists in spite 
of repeated failures. The neurasthenic, on the 
other hand, attempts the same task with reluctance 
and a foreboding of failure, only to find that when 
finally attempted it is easily accomplished. 

Other symptoms, such as palpitation; dyspnea, 
vomiting and diarrhea; generalized loss of strength; 
headache; abnormal sweating; pressure and ful- 
ness over the thyroid; choking spells, etc., are 
usually present but individually or even collectively 
are not diagnostic. 

Symptoms which are present one day and ab- 
sent the next are not those of exophthalmic goiter, 
the latter presenting symptoms which are constant 
and sustained over a period of weeks or months. 

A persistent tachycardia with or without cardiac 
dilatation, the presence of a thyroid which has a 
granular feel, and especially the occurrence of 
thrills and bruits over the superior thyroid vessels 
are very common findings. Thrills and bruits occur 
in 60 to 80 per cent of cases. 

Where the bruits are louder over the inferior 
thyroid vessels, they have no diagnostic significance, 
being quite commonly observed in neurasthenics in 
this location. Bruits, which have a variable in- 
tensity, becoming practically inaudible at times, 
point also to a functional basis. 

Pulse rates of 120 or thereabouts, observed in 
patients in the office, are very common and when 
found together with an enlargement of the thyroid a 
diagnosis of hyperthyroidism is often made, only to 
be shattered the following day by the presence of 
a normal pulse rate and normal metabolic reading. 


Neurotic individuals are especially prone to ce. 
velop a rapid pulse which may be present repeate - 
ly on examination, and its true rate in occasior al 
cases being manifest only during sleep. A pulse 
rate of 80 to 90 is in certain individuals quite wit,- 
in normal limits. 


The presence of an increased temperature in a 
patient with hyperthyroidism should be explain :d 
on the basis of an associated infection, most co n- 
monly a follicular tonsillitis, rather than on tie 
basis of an accompaniment, of the disease, it bei: <, 
in spite of the most marked metabolic increase, a 
condition free from fever. 


Basal metabolic readings have an even greater 
field of usefulness in the determination of the pr-s- 
ence or absence of hyperthyroidism in adenoma or 
nodular thyroids. Here one must rely mostly on 
subjective symptoms for the clinical differentiaticn, 
although cardiac involvement, with increased sy\s- 
tolic and diastolic blood pressures, as well as a 
longer and more gradual course, is commonly 
present in the hyperfunctioning type. Exophthal- 
mos, as well as thrills and bruits, is absent in 
these patients unless there is an associated patho- 
logical change in the thyroid as is found in exoph- 
thalmic goiter. 

The average age at which these goiters develop 
is about twenty-two. An interval of approximately 
sixteen years occurs before toxic symptoms de- 
velop. 


This type of goiter was first tentatively desig- 
nated by Plummer as “toxic non-hyperplastic goi- 
ter,” then “toxic adenoma,” and now “hyperfunc- 
tioning adenoma.” 

The metabolism test affords great aid in the 
choice of treatment to be pursued. However, in 
this particular it should be utilized only in conjunc- 
tion with daily observation of the patient with es- 
pecial reference to pulse rate, tremor, nervousness, 
cardiac involvement, appetite and previous weight 
loss and in no case should it be used as an abso- 
lute guide as to the proper measures of treatment. 
By the latter, I refer especially to ligations and 
thyroidectomy, which will be discussed by another 
member of this symposium. 

According to Crile’* the metabolism test is «f 
little value as an indicator of what to do. This | 
think should be modified and as before stated it 
should serve as one of the very valuable adjun:‘s 
in the preoperative regime. 
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In closing I wish to again emphasize the impor- 
tance of the metabolism test, especially as -it con- 
cerns thyroid work, but also as it applies to other 
fields of investigation. Its scope is broad, and un- 
der proper conditions it stands alone amongst lab- 
oratory procedures in the accuracy of its results 
and in the diagnostic information which it affords. 
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ARGUMENT IN FAVOR OF THE REDUCTION 
TAX RATE ON EARNED INCOME 


The provision of the proposed revenue law that makes 
the rate of taxation on earned income less than the rate on 
income from investments, speculation, etc., is new. The 
benefit thus conferred is to be extended to all taxpayers 
with earned incomes, and the physician is to be benefited 
merely as a member of the income-earning group. The 
concession in favor of earned incomes is based on the 
fact that taxation on an earned income is taxation on the 
productive activity of the taxpayer and tends to discourage 
such activity and that, since the productive activity of the 
taxpayer may be diminished or destroyed at any time by 
personal disability and is certainly destroyed by death, it is 
entitled to special consideration in the determination of 
the tax rate. The concession in favor of earned incomes 
has been recommended by the Secretary of the Treasury, 
but unless those who are to be benefited by it unite in an 
effort to make their position clear, the secretary’s recommen- 
dation may not receive favorable action by Congress. 

—A. M. A. Jour., Jan. 26, 1924. 
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THE VALUE OF BASAL METABOLISM IN A 
GENERAL SURGICAL PRACTICE* 


T. L. Coapman, M.D. 
The Duluth Clinic 
Duluth 


As a premise to any estimate of the value of tak- 
ing a basal metabolic rate, the scope of its indica- 
tions must be extremely well defined. The studies 
of Boothby and many other investigators have 
seemed to justify the conclusions that in actual 
practice about 95 per cent of all abnormally in- 
creased basal metabolic rates are due to hyperthy- 
roidism, either of exophthalmic goiter or of hyper- 
functioning adenoma of the thyroid, providing 
febrile states are eliminated, and proper conditions 
essential to physical and mental repose and the 
various necessary inactivities and inhibitions are 
complied with. This will leave, then, in this class 
of high rates, a very small percentage due to such 
diseases as acromegaly in its active stages (hyper- 
pituitarism) and, at a lessened height of rate, essen- 
tial hypertension, pernicious anemia, leukemia and 
diabetes, and possible some other diseases not yet 
investigated. 


Lowered rates are found in the largest percent- 
ages in myxedema of varying grades of develop- 
ment or arrest, and also inanition from prolonged 
fasting or restricted food intake, such as in stric- 


ture of the esophagus or cardia-spasm. These 
bounds then, would seem to include particularly all 
the diseases in which extremes of basal rates occur, 
and the sincerity and thoroughness of the investi- 
gations have apparently established the tests as cer- 
tainly valuable in their field. 


Of first importance, then, in surgical practice, 
are basal metabolic rates in the diagnostic estimates 
of goiters. This general dictum will apply, at some 
points, to all forms of goiter, giving positive or 
negative information that may be of prime import. 
In exophthalmic goiter it is sometimes necessary 
that the final weight in diagnosis may be almost 
exclusively in the finding of an increased metabolic 
rate. The well known complex of symptoms may 
be so nearly absent, so rudimentary, undeveloped 


*Read in symposium at the annual meeting of the 
ee State Medical Association, St. Paul, October, 
1923. 
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or masked that this laboratory evidence may be 
essential. In an instance in which exophthalmos is 
absent, the thyroid not palpably enlarged, the 
tremor slight, and the other subjective symptoms 
more or less minimized or concealed (and these 
conditions may obtain in an active state of the dis- 
ease), a basal metabolic rate must form a most im- 
portant part of the evidence in the diagnosis. The 
presence of fluctuations of malignity in this disease, 
the recrudescences and remissions, may all be traced 
accurately by basal metabolic estimate. 


In hyperfunctioning adenoma also, the impor- 
tance of a knowledge of the basal rate is paramount 
diagnostically. While in this disease the heights 
of increase are not so great as in active exophthal- 
mic goiter, there is always an increase over a nor- 
mal rate, and this is usually sustained and pro- 
gressive and is not characterized by the remissions 
and gross range that are a part of the natural his- 
tory of most cases of Basidow’s disease. On the 
other hand many features in diagnosis of toxic ade- 
moma are indefinite and difficult to attribute to 
their real origin in the goiter, and may be easily 
accredited to spontaneous myocardial incompetency 
or nutritional and occasionally senile changes, un- 
less a basal rate is taken and its evidence properly 
evaluated. In fact by no other single method of 
examination can the diagnosis in this disease be 
so definitely determined, or its severity so certainly 
recognized. 

A pre-eminent field for diagnostic differentiation 
by the basal metabolic rate, is the not unusual type 
of case in this part of the country, that presents a 
goiter and a host of more or less indefinite ner- 
vous and circulatory symptoms, but without typi- 
cal or palpably significant changes in the thyroid, 
perhaps, besides, in an unusual decade of life for 
thyroid toxicity to occur. Much morbidity and un- 
happiness have resulted from ill advised surgery 
and foolish prohibitions of normal activities in this 
type, where absolute diagnosis has not been made 
by laboratory methods, and where an incorrect con- 
clusion has led to the belief of severe thyroid dis- 
ease and more or less vigorous treatment instituted 
upon this false basis. The large number of pa- 
tients with colloid goiter and coincident nervous 
circulatory peculiarities can be catalogued on a 
more certain diagnostic basis than ever before by 
means of the basal rate readings. 


In some of the hypofunctioning thyroids the 


symptoms may be incomplete and inconclusive and 
ordinary clinical judgment fallacious. The ex. 
treme grades amounting to myxedema are sufficient. 
ly striking and pointed to make diagnosis certain, 
but between these very low grades and a normal 
function, are many stages of the disease that are 
made possible of effective identification and treat. 
ment, by a basal metabolic test only. 


Next to differential diagnosis the most impor. 
tant service furnished the surgeons by the use of 
these estimates, is in the control of treatment of thy- 
roid disease. A lowered rate after a severe and 
medically treated exacerbation in a patient with 
exophthalmic goiter, will indicate to the surgeon 
the favorable time for a partial operation that will 
permit an eventual later cure of the disease and se. 
curity and farther decline of the basal rate, to the 
patient, in the meanwhile.. Still again the rate will 
be informative as to whether sufficient of the gland 
has been removed so that cure will result, or wheth- 
er still another partial removal will be necessary. 
Conversely, when by operative error or by incom. 
petence of the part of the gland remaining to the 
patient, a degree of hypothyroidism ensues, its 
scope and limits may be accurately set, and treat- 
ment by the thyroid hormone gauged to the essen- 
tial requirements. 


The securing of a basal rate of any given height 
in a case of goiter does not in itself indicate oper- 
ability or its reverse. It is impossible that any sur- 
geon should determine that at a certain point, this 
or that operation is indicated, or is feasible or safe. 
As is well known, some types of individuals en- 
dure disease conditions much better than others. 
So, at the same known height of basic metabolic 
rate, one patient may have terrific tachycardia, 
gastro-intestinal disturbance and uncontrolled ter- 
ror from extreme nervousness, where another pa- 
tient with an equal metabolic rate may be taking 
his nutrition amply, have a reasonable pulse rate, 
and be of excellent morale, upon the whole, in 
spite of his disease. In the latter case certainly at 
least partial operation could be offered with con- 
fidence,. whereas any operative procedure in the 
first instance would almost surely result in disas- 
ter. A high rate alone is not an index of the de- 
gree of disability, and operability must be indicated, 
or not, from the whole picture of morale and other 
clinical findings of probable strength and resis- 
tance. 
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TOTAL AND BASAL METABOLISM IN 
EXOPHTHALMIMC GOITER* 


Wa ter M. Bootusy, M.D. 
Section on Clinical Metabolism 
Mayo Clinic, Rochester, Minnesota 


As emphasized by the preceding speakers in this 
symposium, the basal metabolic rate is exceedingly 
valuable in the differential diagnosis of diseases of 
the thyroid, and also in measuring the intensity of 
the hyperthyroidism. Unfortunately, all practi- 
tioners are not in a position to obtain accurate de- 
terminations of the basal metabolic rate. How- 
ever, as the total metabolism in twenty-four hours 
is increased to an even greater extent than the basal 
metabolism, the former can be used as a diagnostic 
point, and the variation in weight as an index of 
the course of the disease and the patient’s condi- 
tion; a gain in weight indicates that the patient is 
doing well, while continued loss of weight sug- 
gests that the patient would not successfully with- 
stand an operation. 


In detailed studies we have found that persons 
with exophthalmic goiter or adenomatous goiter 
with hyperthyroidism, if left to their own inclina- 
tion, eat from one and one-half to three times as 
much food as normal persons under the same con- 
ditions of rest or work. It is, of course, impossible 
in general practice to make an accurate study of the 
food intake. For diagnostic purposes, however, it 
is sufficient to learn, by direct questioning, whether 
the patient is eating more than usual, at the same 
time lying down a greater part of the day. Pa- 
tients will say that there is nothing the matter with 
their appetite, and that they are eating more than 
normally. The significance of even an apparent 
slight increase in the amount of food taken is of 
particular importance if, at the same time, the pa- 
tient is losing both weight and strength. , 


Often in cases of exophthalmic goiter, and but 
rarely in cases of adenomatous goiter with hyper- 
thyroidism, an estimate of the total metabolism by 
the food intake is complicated by the occurrence 
of gastro-intestinal crises of nausea and vomiting. 
As the physician may be called now for the first 


_*Read before the Minnesota State Medical Associa- 
tion, October 12, 1923, St. Paul. 


time, he should, on finding an increase in pulse 
rate with or without evidence of cardiac decom- 
pensation, inquire into the quantity of food taken 
in the few weeks preceding the onset of the crisis, 
which will reveal an increase in the consumption of 
food, accompanied by more or less loss in weight. 
If, however, the food intake has been restricted vol- 
untarily by the patient, or on the orders of the 
physician, evidence of the increased metabolism is 
obtained solely from the rapid loss of weight. Dur- 
ing a period of gastro-intestinal crisis with vomit- 
ing, or medical restriction of the food allowance, 
the patient may lose one pound a day. This is 
readily explained by the fact that these patients 
burn from 4,000 to 5,000 calories each day, and if 
no food is taken, they must burn their own fat at 
the rate of 400 to 500 gms., or approximately 1 
pound of fat each day. Under these conditions, 
symptoms of acidosis, at least of mild acidosis, are 
superimposed on the true symptoms of the crisis. 
It is well known that with starvation, even in nor- 
mal individuals, a mild condition of acidosis de- 
velops as soon as the carbohydrate reserves are ex- 
hausted; when the metabolism is increased, as in 
cases of exophthalmic goiter, a degree of acidosis 
equivalent to that of a normal person starved for 
three days may develop in twenty-four hours. In 
the crisis of ophthalmic goiter, a condition of low 
blood sugar may develop, accompanied by acidosis; 
although this is secondary, it forms a link in the 
vicious circle aggravating the symptoms, and should 
be avoided. Carbohydrates, therefore, are abso- 
lutely essential, and must be given by rectum if they 
cannot be retained by mouth. The widespread idea 
that restriction of food is beneficial, is erroneous. 
Several years ago a trial of a restricted diet was 
made at the Clinic. Patients on this diet failed to 
do as well as patients on a high caloric diet after 
this was adopted as a consistent line of treatment. 

Until about two years ago, no specific treatment 
was known which would control the gastro-intesti- 
nal crises of exophthalmic goiter. During the last 
year and a half H. S. Plummer has demonstrated 
positively, that such crises can be stopped by the 
administration of Lugol’s solution. The adminis- 
tration of from 30 to 60 drops of Lugol’s solution 
for three or four days, then 10 drops daily, has in- 
variably controlled all the cases of gastro-intestinal 
crises in exophthalmic goiter that have come under 
observation in the Mayo Clinic since the method of 
treatment was instituted. The effect of Lugol’s so- 
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lution in cases of exophthalmic goiter is quite as 
comparable as a life-saving measure and quite as 
striking and dramatic, as is the effect of Insulin in 
cases of diabetic coma. Besides controlling the 
gastro-intestinal crises Lugol’s solution ameliorates 
the entire clinical picture of the exophthalmic goi- 
ter syndrome in a very large proportion of patients. 
Direct evidence of this is the regained appetite, and 
the coincident reversal of the weight curve from 
rapid loss to a slow but steady gain. This improve- 
ment is accompanied by a reduction in the basal 
metabolic rate. For from three to six days after 
giving Lugol’s solution for the first time, there is 
no change in the basal metabolic rate; on about the 
eighth day there is a sharp drop in the basal met- 
abolic rate, averaging from 20 to 30 points, some- 
times exceeding this amount. The drop is most 
marked in the acute severe cases, less marked in 
cases of several years’ duration, especially if the 
thyroid gland is rather large, and firm in consis- 
tency. 


Kocher has repeatedly warned against the indis- 
criminate use of iodin in the treatment of goiter. 
This warning should be heeded because iodin in any 
form is very likely to change adenomatous goiter 
without hyperthyroidism to adenomatous goiter 
with hyperthyroidism; likewise it may increase the 
intensity of a mildly hyperfunctioning adenoma- 
tous goiter. Therefore, before Lugol’s solution is 
used, a correct differential diagnosis must be made. 

The use of Lugol’s solution in cases of exophthal- 
mic goiter before operation has decreased the in- 
tensity of the postoperative hyperthyroid reaction 
so much that preliminary ligations are needed less 
frequently, and at the same time there has been a 
marked lowering of the surgical mortality rate. As 
Pemberton has reported, the surgical mortality is 
now reduced to 1 per cent, if based on the number 
of operations, or to 1.7 per cent if based on the 
number of patients. 


NO SCARCITY OF PHYSICIANS 


The decline of the country doctor is not due to the tem- 
porary decline in the annual output from the medical schools, 
or a scarcity of physicians in general. This country, in- 
deed, has a generous supply. In 1921, as shown by re- 
liable statistics, there was one physician in the United 
States for every 726 people, as compared with one physician 
for every 1,041 people in the British Isles in the same year; 
and, just before the World War, one to every 1,940 people 
in Germany, one to every 2,020 people in Austria and one 
to every 2,824 in France.—A. M. A. Bulletin, Dec., 1923. 


OBSTETRICS AND THE GENERAL PRACTI. 
TIONER* 


Martin C. Bercuerm, M.D. 
Hawley, Minnesota 


In presenting this paper I feel that I shall not be 
able to give you much that is new, but 1 have made 
an attempt to summarize, as briefly and clearly as 
possible, those underlying principles that should be 
adhered to by every physician who does obstetrical 
work, whether he be specialist or general practi. 
tioner. It will apply particularly to those in gen. 
eral practice, and especially to those practicing in 
the country districts. First, because these men 
have, as a rule, been slow in adopting the new and 
improved methods in obstetrics; second, because 
these are the men who do the great bulk of our ob- 
stetrical work; and third, if the many advancements 
that have been made in obstetric practice in recent 
years are to reach the big majority of the people 
they must be carried out by the general practi. 
tioners. 


I shall limit my remarks, not to the discussion of 
any special phase of obstetrics, but rather to the 
general management of the obstetrical case from 
the time of gestation through the puerperium, point- 
ing out the importance of prevention, if possible, 
of abnormalities and pathologic conditions by care- 
ful observation and treatment during the prenatal 
period, and the detection of existing abnormalities 
and early treatment of same. I shall, likewise, 
touch upon the proper conduct of labor; the care 
of the child during and after delivery; and the 
care of the mother during the puerperium. 


Obstetrics and infant care is a timely topic. 
Congress in 1921 recognized its timeliness and its 
importance when it passed the Sheppard-Towner 
Act, which is “An Act for the Promotion of the 
Welfare and Hygiene of Maternity and Infancy.” 
The Children’s Bureau at Washington, The Ameri- 
can Child Hygiene Association, and other associa- 
tions, have been organized for similar purposes, 
and all over the country, especially in the larger 
cities, clinics have been organized for prenatal care. 
The one great object of all these organizations is 
to reduce maternal and infant mortality, to reduce 
maternal and infant morbidity, to relieve the suffer- 


*Presented before the annual meeting of the Minne- 
sota State Medical Association, St. Paul, October, 1/23. 
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ings and hardships of motherhood, to strive for a 
healthy and vigorous offspring, and to be mindful, 
not of the periodgof gestation and delivery alone, 
but of the years that lie ahead, so far as the physi- 
cal welfare of the mother and child are concerned. 

The great aim of medicine, in general, is to pre- 
vent ills, to cure ills, to alleviate suffering, to pre- 
serve and prolong life, and to promote through 
education and otherwise the welfare of humanity 
from the standpoint of upbuilding and preserving 
health. As obstetrics is the most important phase 
in medicine that a physician meets with, surely his 
aim in doing obstetrical work must be nothiag less. 

The maternal mortality rate in the registration 
area of the United States, at large, is 6.8 per 
1,000, while the bureau of the census on mor- 
tality statistics shows that over 86,000 infants less 
than two weeks of age die annually as a result of 
conditions existing before they were born, or of 
injuries and accidents at birth, and 100,000 are 
still-born. 

In 1920 there were in the U. S. A. 16,320 ma- 
ternal deaths from puerperal causes, and 5,616 of 
these were due to puerperal septicemia. De Lee 
estimates that 8,000 mothers die annually from 
puerperal infection, and he speaks of puerperal in- 
fection as “a humanly preventable disease”—pre- 
ventable, as can be seen from the fact that well 
conducted maternities frequently care for thousands 
of cases in succession without a single fatality. In 
maternal death rate the United States ranks twen- 
tieth in the list of civilized nations. 

The obstetric dispensaries of the large cities of 
our own country, as well as those in the cities of 
foreign countries, care for the mothers in their 
homes at the time of delivery, often amid the least 
favorable hygienic conditions imaginable. And, 
yet, these dispensaries, too, care for thousands of 
cases successively without a fatality. And the pre- 
natal care of the maternity hospital or the obstetric 
dispensary can be carried out by the general prac- 
titioner, and the aseptic technic at the time of de- 
livery can be carried out by him at the homes, even 
the very poorest homes. And where this has been 
done the results have been most admirable. The 
maternal and infant mortality rate among those 
cases managed by the general practitioners is con- 
siderably higher than that in the maternity hospitals 
and obstetric dispensaries. The deaths among 
child-bearing women can be reduced by at least 50 
per cent with the proper care during the prenatal 


period, during the delivery, and during the post- 
partum period. 

The prenatal clinics of the city can hardly be 
maintained in the country districts, but the prin- 
ciple of these can be carried out by the family 
doctor. But the family doctor must be willing to 
spend a little extra time and effort in so doing. A 
regularly licensed physician should be in charge of 
every obstetrical case, and the old idea of seeing 
the patient at the time of delivery only and then 
arriving at the bedside only after the perineum is 
bulging and the head about to deliver is obsolete 
and should be ancient practice. The patient should 
be seen just as soon as she realizes that she is preg- 
nant. And she should be given the benefit of every 
modern advancement in obstetric care throughout 
gestation. It is a slow process to have any reform 
in medicine accepted by the laity. But, as a rule, 
all mothers are desirous of good health and healthy 
vigorous offsprings, and time and persistent effort 
will teach the mothers to come to the doctor for 
information, and to come early. Mothers are be- 
ginning to recognize good obstetrics and they are 
beginning to demand what is their just right in 
this respect. 

Every mother bearing children deserves the best 
care that the medical profession can give, and this 
should be rendered from the time gestation takes 
place until after the puerperium. The careful pre- 
natal care given the mothers at the prenatal clinics 
of the city can be given fully as well, by the family 
physician, to the mothers in the country. 

To a great majority of the people prenatal care 
is a new phase in medicine, and it takes time and 
effort to educate them to realize its value. But the 
barriers are clearing gradually. In late years one 
of the greatest factors for good in educating the 
public has been the county nurse, and in conjunc- 
tion with her work the distributing of the valuable 
literature published and sent out gratis by the State 
Board of Health and by the Children’s Bureau at 
Washington. Among the publications that I make 
most frequent use of are the monthly prenatal let- 
ters sent to expectant mothers by the State Board 
of Health; “The Care of the Baby,” by The United 
States Health Service; “Prenatal Care” and “In- 
fant Care,” by The Children’s Bureau at Wash- 
ington, and “Motherhood,” by The American Child 
Hygiene Association. And in most of the homes 
this literature is carefully studied. 

Prenatal care is the basis of good obstetrics. 
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According to a statement made by Dublin in 1920 
the maternal and neonatal mortality in New York 
City and Boston has been reduced more than one- 
half as a result of intensive prenatal care. And 
this work as it is conducted at the clinics of most 
of our large cities can be carried out in the country 
districts. Maintaining a clinic would be unneces- 
sary as well as impractical, but the care that the 
clinic affords can be given by every conscientious 
practitioner. The principle of all prenatal care 
is, first, to care for the mother, and, second, and 
fully as important, to educate the mother. The 
careful conduct of labor, employing the best of 
technic and observing all rules of asepsis and anti- 
sepsis, is important, and this is a great triumph 
for preventive medicine. But prenatal care is of 
even greater importance. Guide a mother safe and 


sound up to the onset of labor and the battle is 
more than half won. Our only hope in the man- 
agement of the toxemias of pregnancy, deformed 
pelves, etc., lies in the conscientious and intelli- 
gent management of the patient prenatally. 

The expectant mother must come to the phy:-i- 
cian early, and at this first visit a complete phyi- 
cal examination should be made. The teeth, the 
organs of digestion, the chest and cardio-vascular 
system, the kidneys, the breasts and the nipples 
should be carefully examined. A vaginal examina- 
tion should be made, and the common pelvic mezs- 
urements should be taken to determine whether tlhe 
case falls into the normal group or is one of the 
occasional abnormal pelves that will require spe- 
cial attention later in pregnancy. At this first visit, 
too, the pregnancy record should be filled out. 
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Careful record should be made of the patient’s 
menstrual history, the patient’s previous pregnan- 
cies, previous labors, previous puerperiums, etc. 
The physician can readily devise his own record 
card for this purpose. 

If at this first examination everything is found 
normal the patient is instructed to return at least 
once a month up to the seventh month. A definite 
date is set for her return. At these visits the blood 
pressure is taken, and the urine examined, and an 
inquiry made into the patient’s general condition. 
If the patient is unable to come in from the coun- 
try, because of the weather or the roads, she is 
given a bottle in a mailing case with a preserva- 
tive in the bottle, and the specimen is mailed in. 

From the seventh month on the examination is 
made every two weeks, or even every week if 
thought necessary. The patient must at once report 
to the office if any untoward signs or symptoms de- 
velop, such as headache, dizziness, eye symptoms, 
abdominal pain, swelling of the feet, puffy lids, 
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etc. The most careful attention is paid to the care 
of the breasts in order that the mother may nurse 
the baby if possible. The importance of breast 
feeding is impressed upon the mother. 
Considerable freedom can usually be allowed in 
the diet during pregnancy. Any sensible diet that 
was suitable to the mother before she became preg- 
nant will in most cases be suitable during gesta- 
tion. Foods that cause digestive disturbances 
should be avoided during this time as well as at 
other times. Within the bounds of good sense the 
mother can safely follow the dictates of her appe- 
tite as to her choice of foods. Certain general 
principles, however, must be kept in mind: first, 
the accumulation of waste products in the body 
causes numerous minor as well as some of the more 
serious ailments of pregnancy. The mother must 
throw off the wastes produced by the fetus as well 
as those produced by herself. The excretory or- 
gans—bowels, skin and kidneys—must therefore 
be kept in the best possible condition. It is most 
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important that liquids form a large part of the diet 
during pregnancy, as these aid the excretory organs 
in eliminating the body wastes. The patient should 
take at least six glasses of water and an equal 
amount of sweet milk, buttermilk, soups, cocoa, 
and chocolates, combined, during the twenty-four 
hours. Second, a laxative diet must be adhered to 
in order that constipation and intestinal stasis may 
be prevented. Third, the diet must have the neces- 
sary nutritive value and be well balanced that it 
may keep the mother in good strength and health. 
A general rule regarding the mother’s diet, then, 
would be: Large amounts of liquids and fresh 
fruits and vegetables, and small amounts of meats 
and other proteins, the latter not to be taken more 
than once a day. Several lighter meals a day are 
to be preferred to three heavy ones, and a glass of 
warm milk at bedtime is to be recommended. 


General information is given the mother regard- 
ing dress, bathing, exercise, and preparations for 
delivery (that is, the supplies needed for herself 
and the baby at, and after, the delivery). She is 
told what she may expect during pregnancy and 
delivery. Especially in primipara do we find much 
anxiety and worry, and these should go to the doc- 
tor for information, rather than to relatives and 
friends. 


An abdominal and vaginal examination is made 
two weeks before the delivery to make sure of 
presentation and position, and thus vaginal exami- 
nation at the time of the delivery is usually uneces- 
sary. 

If a physician has succeeded in guiding the pa- 
tient safe and sound up to the onset of labor the 
battle is more than half won. But it is by no means 
over. It is in the delivery room that one must exer- 
cise exceptional care and use his best technic. The 
careful aseptic and antiseptic technic used in the 
outpatient departments of our large hospitals, and 
in the obstetric dispensaries in the cities, during the 
time of delivery, can be practiced as well by the 
man in general practice. 

There is a growing tendency for mothers to go to 
the hospitals to be confined. In the cities, espe- 
cially among the well-to-do, this is an easy matter. 
When the labor. pains set in an ambulance can be 
called and the patient is in the hospital in a few 
minutes. In the country districts it is quite differ- 
ent. Even in the city there are many mothers who 
cannot go to a hospital to be delivered. This is 
even more true in the country. In fact very few 


of the mothers in the country can conveniently be 
taken to a hospital; hence, we must bring the hos. 
pital to her. Furthermore, I feel that the mother 
belongs at home at the time of confinement. And 
whether she is at home or in the hospital she merits 
the same careful attention. 


When called to a case it is better that the doctor 
arrive several hours ahead of time than that he 
arrive only ten or fifteen minutes before the baby 
is born. He can do better obstetrics and it saves 
the mother and the rest of the family a good deal 
of worry and grief. If done conscientiously obstet- 
rical work is the hardest work that a physician en- 
counters, and it is also the most important. When 
called to a case he must, for the time being, forget 
about his other work. If too busy to give the 
necessary time and careful attention to a case he 
better not take it, but turn it over to someone who 
is willing to take the time. 

In the country and in the village, as in the city, 
the doctor comes to a great variety of homes. It 
is sometimes against odds that one must work in 
the delivery chamber. And it is not always pos- 
sible to carry out one’s aseptic hospital ‘technic to 
the nth degree. But, whether the homes be rich 
or poor, one thing is certain—one can have the use 
of fire and water and soap. And the proper use of 
these goes a long way in doing good obstetrical 
work in the delivery chamber. Add to these a 
couple pairs of good rubber gloves and a finger- 
nail brush and one has the major part of his neces- 
sary equipment. And, if one combines with this 
equipment good judgment and an endless amount 
of patience and “watchful expectancy,” and ab- 
stains from interference of every kind, he is doing 
a great deal toward reducing maternal and infant 
mortality. 

In my obstetrical bag I carry everything that is 
needed for any ordinary case, as well as the things 
needed for any abnormality that can possibly be 
handled with safety outside the hospital. This 
equipment includes among other things an ample 
supply of sterile linens. Besides the linens done 
up in smaller bundles and which are carried main- 
ly for emergency use, I have my so-called obstetric 
bundle, which contains the following articles: Two 
large sheets, two doctor’s gowns, one pair obstetric 
stockings for the mother, a dozen towels, dressings 
for the cord, tape, and a few dozen gauze sponges. 
These bundles have previously been carefully 
wrapped and sent, ten or twelve at a time, to a 
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nearby hospital, where they have been sterilized. 
When I arrive at a case the bundle is ready for 
immediate use. I also carry two six-quart basins 
in which I boil water for lysol and bichloride solu- 
tions, and one four-quart basin which is boiled with 
my other instruments. This sterile basin is used 
for receiving the afterbirth. 


As I said before, if a vaginal examination is made 
two weeks before labor sets in, it is very seldom 
necessary to do a vaginal examination at the time 
of delivery. And by avoiding vaginal examination 
at this time a great source of danger from infection 
has been eliminated. When labor sets in a careful 
examination should be made in every case, but this 
should be abdominal and rectal. I find the neces- 
sity of doing vaginal examinations in less than one 
out of twenty cases. There is no time lost in mak- 
ing rectal examinations and time is often valuable. 
A non-sterile glove lubricated with vaseline is all 
that is needed. No matter what precautions are 
taken in doing a vaginal examination there is ever 
the danger of infection, as the vagina and entroites 
reek with virulent bacteria of many kinds. And 
once a vaginal examination has been done abdomi- 
nal section and pubiotomy, if later found necessary, 
are out of the question. 


In preparing the patient for the delivery the 
pubis and labia are clipped and washed with soap 
and water. A rubber pad covered with a clean 
sheet is placed underneath the patient. 


Shortly before the end of the second stage the 
vulva, pubis, lower abdomen, medial sides of the 
thighs, the perineum, buttocks, and anus, in the 
order named, are painted with half strength tinc- 
ture of iodine. The doctor sterilizes his hands and 
he places a. large sterile sheet under the patient. 
Sterile stockings reaching to the hips of the mother 
are used, a large sterile towel is placed on the ab- 
domen and a folded towel over the vulva. The doc- 
tor again sterilizes his hands, and puts on sterile 
gown and gloves. For this work the hands and 
forearms are sterilized as for a major surgical 
operation. One basin of a 1 per cent lysol solu- 
tion and one of 1:1500 bichloride solution are at 
hand for frequent rinsing of the hands. An attempt 
must be made to keep the field just as sterile as if it 
were a case of major abdominal surgery, and the 
patient must be handled with just as much con- 
sideration and care. Obstetrics rightfully belongs 
in the class with surgery, and the parturient woman 


deserves, and she should enjoy, the same careful 
consideration that is enjoyed by a case in major 
surgery. The hands cannot be made absolutely 
sterile, nor can the vaginal tract and the vulva be 
made sterile. Hence undue examination and in- 
terference must be avoided. The environment in 
general must be as clean as possible and the doc- 
tor and the patient must observe the most rigid 
principles of asepsis and antisepsis. When these 
precautions are observed one is doing as much for 
the protection of the mother as can be done in a 
well equipped hospital. To be sure, in spite of all 
one’s care, the bed and sheets and stockings will 
soon be more or less contaminated by the mother, 
especially in long drawn out labors. But, neverthe- 
less, they give a great degree of protection, and, 
furthermore, the abdominal towel and the vulvar 
towel can be frequently replaced by sterile ones, 
and these towels only are touched by the physician’s 
hands throughout the delivery. The vulva and the 
perineum are wiped off frequently with sterile 
sponges soaked in 1:1500 bichloride solution. 

It is when we apply promiscuously the newer 
methods for shortening the second stage of labor in 
normal cases that we raise the maternal as well as 
the infant mortality rate. We co-operate with na- 
ture most by waiting and giving her a chance; and 
if she fails, and we must interfere, our percentage 
of success will be greatest when we resort to the 
least radical form of interference possible. Many 
of the ordinary complications met with during la- 
bor will be righted by the process of nature if we 
watch and wait, and much more safely than if we 
resort to radical measures of interference. To ap- 
ply forceps without real indications (that is, fail- 
ure of the powers, or danger to the life of the 
mother or the child), or to use pituitrin carelessly, 
is criminal. 

Ether anesthesia is used in all my cases. When 
properly given it controls the pains perfectly. 
When the head is about to escape from the vulva 
the first stage of surgical anesthesia is reached and 
the head delivered without pain to the mother. At 
the end of the second stage the mother, if she is a 
primipera, lies in the Sims position, as perineal 
lacerations can best be avoided in this manner. 
During the progress of labor DeLee’s head stetho- 
scope is used, and the condition of the fetal heart 
observed at frequent intervals. Special care must 
be taken in this respect toward the end of the sec- 
ond stage, and should signs of asphyxia in the 
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child develop one must be ready for immediate de- 
livery. 

The child, as soon as delivered, is placed on a 
sterile sheet. The eyes are at once wiped dry, each 
with separate sterile sponges. The sponges may be 
soaked in the bichloride solution. The mucus is 
wiped from the mouth, and where there is any in- 
dication of mucus in the pharynx and trachea it 
should be aspirated by means of a catheter. The 
cord is tied and the stump dressed in a sterile man- 
ner like any clean surgical wound. 


During the third stage, as in the second stage, one 
must practice watchful expectancy. Manual deliv- 
ery, whether by internal or external manipulation, 
adds distinct risk. The mortality rate resulting 
from accidents of the third stage is greater than 
that of the first and second stages combined. One’s 
object must be to avoid post-partum hemorrhage 
and to deliver the placenta and membranes com- 
plete. One must give proper time for the placenta 
to separate normally and interfere only when nec- 
essary. On the proper conduct of this stage de- 
pends the uninterrupted puerperium, and the health 
of the mother in later life may be dependent upon 
it. 

The separation of the placenta takes from fifteen 
minutes to half an hour. When one is certain that 
the separation has taken place he may aid the de- 
livery of the placenta in one of two ways: First, 
the recti muscles may be grasped in the hand and 
held together above the fundus of the uterus, and 
the mother told to bear down; or, second, the 
uterus may be grasped by the whole hand and 
gently pressed down. If not effective the first time 
the process is repeated at ten minute intervals. 
If, after one hour, the placenta fails to come away 
by this method Crede may be used. At times it 
is necessary to wait an hour or even several hours 
for the separation. During this time, of course, 
the patient must be under observation. I have oc- 
casionally waited five or six hours, and I once 
waited twenty-three and one-half hours; in which 
case there was no hemorrhage. The placenta came 
away spontaneously, and there were no untoward 
symptoms afterwards. By hurrying this stage one 
interferes with the normal mechanism of separation 
and expulsion, and this is the commonest cause of 
retained placentas, in whole or in part, hemor- 
rhage and infection. 

If possible the cases should be seen daily for sev- 
eral days after the delivery, and the mother and 


the child should both be carefully examined at each 
visit. Even in the country though the patients he 
ten or fifteen miles away they should be seen on the 
third and fifth days post-partum, if roads and 
weather conditions permit. 


I require all my obstetrical patients to report to 
the office eight weeks after delivery for the final 
examination of both mother and child. No charge 
is made for the prenatal care nor for the post- 
partum calls. 
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DISCUSSION 


Dr. J. C. Lirzenserc, Minneapolis: I long ago made a 
vow that whenever I discussed a paper I would never say: 
“We are to be congratulated upon listening to the doctor’s 
excellent paper.” It is absolutely impossible for me to 
avoid that, and I must retract. I have never heard a paper 
in my obstetric experience that has given me as much satis- 
faction as this one, not because it contains so much of the 
teaching of the department at the University of Minnesota, 
but because a man better fitted to tell the general practi- 
tioner what he can do has read the paper. I have been 
invited into the country districts to talk to the doctors 
about the practice of obstetrics in country districts. That 
was the subject of the last paper that I read at Alexandria. 
I overheard some remarks, and I presume many of them 
were made that I did not hear: “Well, what does he know 
about obstetrics in country practice?” And I knew that 
was true. I simply had a theory that the country practi- 
tioner could practice good obstetrics in the country, and the 
fact that he was in the country was no reason why he 
should not practice it. But that was the theory of the 
teacher, and many of the men would smile and say: “Oh, 
well, he has his hospital and he has his nurses and he has 


his assistants and he does not know anything about our 
problems.” 


Hereafter if I am invited to give such a paper in the 
country districts of the state of Minnesota, I shall tell 
them to get Dr. Bergheim, of Hawley, a village of about 
twelve hundred people—and he knows more about the 
practice of obstetrics in country practice than I ever 
dreamed of. I have been preaching this gospel for a good 
many years and I have insisted that it could be done. 
Now a man who has done it has come before this section 
and proven it. With Dr. Bergheim’s permission his paper 
will be incorporated in the lectures at the University of 
Minnesota as a proof that a country practitioner has dem- 
onstrated that these things can be done in the country. 
The country practitioners think I do not know anything 
about it because I never practiced in the country. And I 
think they are right. But Dr. Bergheim knows and he is 


putting into practice in a rural community the principles 
of as good obstetrics as any city enjoys. 


I am having a little difficulty in not waxing overenthusi- 
astic about this. You know when you have suffered and 
sweat blood over certain things, it does you good to hear 
your position supported, and especially by a country prac- 
titioner in a town of only twelve hundred people where 
they are getting as good obstetrics—if I may be permitted 
to say it—as they are in Minneapolis or St. Paul. It is 
certainly a great satisfaction to me to hear a country doctor 
preach the doctrine that prenatal care can be carried out 


in the country, in spite of the fact that they have not the 
dispensaries. 


There is one very significant sentence in his paper, and 
that is: “Prenatal care and aseptic obstetrics can be car- 
ried out in the country as well as in the city.” The doctor 
even mentioned the care of the teeth and the breasts! 
Who ever heard of such a thing—a country doctor talking 
about the care of teeth and breasts in country practice! 
And he has told us just how to do it and do it right. 
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In closing may I remind you of the doctor in Dixon’s 
novel that was popular a decade ago, “The Leopard’s Spots,” 
in which the country doctor was depicted as a man who 
didn’t look upon his practice as a business but as a calling. 
A man who is willing to give the time, patience and devo- 
tion to an ideal in the practice of obstetrics in the country 
as Dr. Bergheim has been doing is a man who looks upon 
his profession idealistically, as a calling and not only a busi- 
ness. 


Dr. W. E. Ricuarpson, Pipestone: May I speak for the 
country doctor just a moment? I know Dr. Litzenberg 
didn’t mean to slam the country doctor particularly, but he 
certainly did when he said, “Who ever heard of such a 
thing—a country doctor talking about the care of teeth and 
breasts!” I graduated from Rush in 1896, and I have 
always taught the mothers to be careful of their teeth and 
breasts. 


Dr. J. C. Litzenserc, Minneapolis: I put you in a class 


with Dr. Bergheim. 


THe CuHatrMan: I think that Dr. Litzenberg in his 
enthusiasm overstepped a little. I do not think he meant 
to cast any aspersion on the country doctor at all. 


Dr. W. A. Coventry, Duluth: I have enjoyed this paper 
very much. Dr. Bergheim has incorporated in it, as Dr. 
Litzenberg has said, a great many valuable things. One 
thing that he mentioned in the paper is to my notion very 
valuable, and I have carried it out for a long time, and 
that is to have a strictly obstetrical grip in your car or in 
your office. In fact, I keep one at home and one in the 
office so that I can always have it handy. In that grip 
everything that you need for an obstetrical case is sterilized 
and wrapped in separate packages, so that when you get to 
the home you do not have to depend upon the kitchen fire 
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or anything of the kind for your sterilization. You haye 
everything with you. That has been a very great aid. 

I did not hear in the doctor’s paper anything about the 
postnatal care. This to my notion is just as important as 
the prenatal care. The patient should be examined five to 
six weeks after confinement, and during that interval the 
patient should have, according to my notion, knee chest 
position or something on that order, to see that the uterus 
properly comes back to its right position. If it does not 
the use of the pessary post partum is a very valuable aid in 
helping to do so. 


Dr. M. C. Bercuemm, Hawley (closing): In answer to 
Dr. Coventry’s remark I might say that I mentioned that I 
examine the patients eight weeks after delivery, the mother 
and the child both. I brought that out a little more in the 
paper that goes in to the publishers, but I had to read more 
or less of a summary of the paper now. 


In regard to the obstetric bundle: as I said, I have every- 
thing in this package—everything that is needed for a 
single case—and this one large package is wrapped several 
times in sheeting so that it cannot be contaminated. | 
make up about ten or twelve of these packages and send 
them to a hospital to be sterilized. They do this free of 
charge and they are prompt in sending them back. When 
I come to a case the package is ready for immediate use. 

It might be brought out too that this prenatal care adds 
quite an additional burden to the general practitioner's 
work; but if you have definite days when these patients 
return to the office—even if you have from thirty to fifty 
of them booked up as much as six months ahead of time— 
you can manage the work very nicely if you have them 
come on definite days. I tell them that they must not come 
on Saturdays because those days are full enough anyhow. 

I want to thank Dr. Litzenberg for discussing my paper. 








“BUSINESS” AND “COMPETITOR” 


There seems to be an increasing use by physicians of the 
term “business,” when referring to their individual work 


in the practice of medicine, and of the term “competitor” 
when referring to their professional associates. This is 


unfortunate and unwise. If physicians regard the practice 
of medicine as a business, certainly the public will so re- 
gard it. If physicians look on other physicians as competi- 
tors struggling for “business,” the public will surely regard 
all physicians in that light. The consequence will be that 
physicians and public will soon be employing all the tricks 
of “business” to gain for these respective groups the finan- 
cial advantages which they may think are to be obtained 
from the application of sharp “business” practices. 
Medicine is a profession, with traditions and ideals. The 
real physician is a professional man, who believes in and 
upholds the ideals of his profession. A profession which 
forgets its traditions and ideals will quickly cease to be a 
profession and will degenerate into a business. A true 
physician is one who is inspired with a “lust for scientific 
truth” and with an earnest desire to apply the demonstrated 


facts of scientific medicine for the good of mankind and 
to carry its beneficial service to all those who need its 
ministrations. There is more to him than merely a knowl- 
edge of medicine and a college degree. He looks on men 
of his kind engaged in the practice of medicine as profes- 
sional associates and brethren. There is no talk on his 
part of his “business” and his “competitors.” He puts a 
just value on his services to those who can pay and expects 
and demands payment, after striving to give the very best 
service of which he is capable. To those who cannot pay, 
he renders the same sort of service, promptly and cheerfully, 
without regret that his work will not receive financial re- 
ward. 

It is easy to see-how one not possessed of the qualities 
of the true physician can look on the practice of medicine 
as a “business” and consider others engaged in it as “com- 
petitors.” It is just as easy to see how and why such a 
member of the profession can and may degrade it in the 
eyes of the public, until the public comes to look on medi- 
cine as a business rather than a scientific profession whose 
followers are fired with a spirit of helpful service to men. 
—A. M. A. Bulletin, Nov., 1923. 
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Pregnancy outside the uterus is a condition of 
comparative frequency. It may occur in the ovary, 
peritoneum of the abdominal wall, or any part of 
the tube. Clinically, we deal almost always with 
some type of tubal pregnancy. An ovarian gesta- 
tion is a comparatively rare occurrence (less than 
sixty authentic cases have been published). A pri- 
mary peritoneal pregnancy is so rare that all cases 
have been questioned, although Gréne reports a 
case in which the fertilized ovum had been im- 
planted upon the peritoneum behind the right 
round ligament. 

Last spring I reported the results of a study of 
twenty-five cases of extra-uterine pregnancies at 
St. Mary’s Hospital during the years 1921 and 
1922, in which ectopic pregnancy entered either in 
the working or final diagnosis. In this series 
twenty were operated, eighteen of which the micro- 
scopic or macroscopic findings proved to be pri- 
marily some type of tubal pregnancy. The other 
two were hemorrhagic ovarian cysts with free 
blood in the abdomen. Of the eighteen, fourteen 
were diagnosed either as ruptured or possible 
ectopic before operation. Other working diagnosis 
or diagnostic impressions with or without ectopic 
were: three threatened abortions, three hemorrhagic 
or ruptured ovarian cyst, two salpingitis, two pel- 
vic abscess, one acute appendicitis, one acute ab- 
domen with possible perforation in the gastro-intes- 
tinal tract, one retroversion of the uterus with 
metrorrhagia and one abruptia placenta. One case 
was operated twice within seven months first a rup- 
tured right tubal, second a left tubal abortion. 
There were thirteen ruptured tubal pregnancies, 
five tubal abortions and one secondary abdominal 
pregnancy of four months’ gestation, primarily a 
right tubal. Pregnancy took place fourteen times 
on the right. Three had previously been operated 
for tubal pregnancy on the opposite side. Three 
died, two on the operating table and the other 
thirty-six hours after the operation. All three 
could probably have been saved if timely decision 


*Presented before the annual meeting of the Minne- 
sota State Medical Association, St. Paul, October, 1923. 
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to operate had been made. The period of gesta- 
tion, six weeks to four months, averaged nine 
weeks. 

The first and most important factor in the diag- 
nosis of. extra-uterine pregnancy is a most careful 
and complete history. This was generally found 
to be true in the cases where the pre-operative diag- 
nosis was confirmed by the post-operative findings. 

There is a strong presumption of pregnancy 
when a healthy adult woman, who is usually regu- 
lar, passes over the expected date of her period by 
several weeks, along with this develops mammary 
changes and complaints of morning sickness. 
(Only in twenty-five to thirty per cent of tubal 
pregnancies do we find irregular bleeding at or 
before the time of the first period following con- 
ception. This happened in two of my cases, which 
I will report later.) Polak in a recent study of 


307 ectopic pregnancies brings out this point, that 
tubal pregnancy occurs most frequently where 
there is a history of previous inflammation of the 
tube, premenstrual dysmenorrhea or a congenital 
anomaly. The first symptom of irregular bleeding 
should put us on our guard. Let us briefly con- 
sider the relation of the pathological processes to 


the physical signs. 
FIRST STAGE 


Intramural Extravasation or Before Internal 
Hemorrhage.—Tubal bleeding is due to the un- 
stable position of the ovum owing to the imper- 
fectly developed tubal decidua and erosion of the 
ovum, which apparently has a pseudo-malignant 
property of destruction of tissue, into the under- 
lying muscle. This intramural extravasation pro- 
duces such ovular unrest as to cause tubal disten- 
tion and peristalsis, consequently the uterine con- 
tractions with bleeding and the milder colicky 
pains which precede the more severe pains of the 
passage of blood into the peritoneal cavity. The 
growing ovum with the bleeding into the tissues 
causes the tenderness over the distended gestation 
sac. 

The impregnated ovum produces the amenorrhea, 
stimulates a decidual reaction throughout the mu- 
cous membrane of the tube of a group of cells, 
which is not a true decidua at the site of implan- 
tation, although it may be found in other parts of 
the tube, as well as in the opposite tube. The 
uterus is enlarged, because of a decidua prepared 
for the reception of the ovum. Congestion is pres- 
ent, due to the pregnancy, and this accounts for the 
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slight softening of the cervix. It is generally sup- 
posed that when the ovum implants itself, it rap- 
idly sinks below the mucous membrane into the un- 
derlying muscle; the destructive action of the 
trophoblast splits the muscle and opens the blood 
vessels, resulting in a hematoma or an extravasa- 
tion of blood extending around the lumen of the 
tube or the length of it. This process is rather slow 
and inasmuch as we find the same kind of tissues 
in the uterus and tubes, the peristaltic wave is trans- 
mitted to the uterus, resulting in contraction with 
slight bleeding from the endometrium and mixed 
with this blood is the secretion from the hyper- 
trophied utricular glands, which, as a rule, does 
not clot and is a characteristic sign. As the tube 
enlarges, the increased weight favors a prolapse 
of the tube into the cul-de-sac. 

At this stage on making a bimanual examination, 
we find: (1) the cervix slightly softened; (2) 


bloody discharge, which does not clot; (3) cervix 
very sensitive to motion, due to the peritoneal irri- 
tation from the tubal enlargement or its prolapse, 
and to the reaction of the peritoneum covering the 
uterosacral ligaments; (4) pulsation of the uterine 
artery on the side of the gestation is more marked; 
(5) the uterus is slightly enlarged and may be dis- 


placed to one side, because of the tubal tumor; (6) 
Hegar’s sign absent, except there may be softening 
in the interstitial type; (7) the tubal tumor is rap- 
idly growing and very sensitive, because of the 
stretching of the peritoneal covering. 


SECOND STAGE 


After Internal Hemorrhage (Tubal Abortion or 
Tubal Rupture).—(a) A so-called tubal abortion 
may be and probably most always is a fimbrial rup- 
ture through the ostium or through a break in the 
tissues by the extravasation of the blood to the 
ostium outside the mucosa. The hemorrhage into 
the abdomen in this type is not as rapid and, there- 
fore, attended with less shock. In a large series of 
cases reported by McDonald, it was stated that 
when the location of the ovum was noted, it was 
found in the outer third of the tube in 75 per cent 
of the cases and in the middle third in 15 per cent. 
The mortality after tubal abortion 1.6 per cent 
and the mortality after rupture 17 per cent. It is 
assumed that a large percentage of the ampullary 
and fimbrial gestations will end in abortion, many 
of which are not operated or much less diagnosed. 

(b) In a tubal rupture or transperitoneal rup- 
ture the period of intramural extravasation may be 


less and with only a few preliminary symptoms, 
The severe intraperitoneal hemorrhage, resulting in 
shock and collapse, generally is found in this type. 
The amount and rapidity of the bleeding deter. 
mines the pulse frequency, drop in blood pressure 
and the leucocytosis. The effused blood becomes 
distributed over the general peritoneal cavity and 
tends to accumulate in the dependent parts; viz.. the 
cul-de-sac and the renal pouches. If the bleedinz is 
slow and the amount small it becomes walled off 
and we have the encysted type sometimes called a 
retro-uterine hematocele. 

Primary abortion or rupture generally occurs be. 
fore the eight week of gestation and usually means 
the death of the ovum, consequently the uterine 
hemorrhage is increased by the expelling of the 
decidua, either in mass or piecemeal. 

At this stage of internal hemorrhage a differen- 
tial diagnosis is sometimes hard to make between 
an ectopic pregnancy and an acute lesion of the 
abdomen. The history of a possible pregnancy or 
disturbed menstruation is most important and with 
it the findings present in the first stage if the pa- 
tient has been under observation; plus the history 
of colicky pains followed with a severe sudden 
stabbing pain in region of the tubal mass; the 
presence of more or less shock; the peritoneal reac- 
tion resulting in a slight elevation of temperature 
and a moderate leucocytosis should help us to 
make a diagnosis before the tragic symptoms set in. 
On vaginal examination, we generally find the 
uterus displaced forward and elevated; it may be 
to one side and the rest of the pelvis filled by the 
effusion of blood, and, in the encysted type, the 
swelling elastic. It may be doughy in parts and 
the pouch of Douglas bulging. The encysted type 
should be diagnosed from (1) an incomplete abor- 
tion, (2) an inflammatory effusion, (3) an incar- 
cerated ovarian tumor, (4) and a retroversion of a 
gravid uterus. 

The following case reports are typical of condi- 
tions found in this stage: 

Case 38,111. Admitted Aug. 14, 1921. 

Working Diagnosis—Ruptured ectopic pregnancy. 

Final Diagnosis—Ruptured right tubal pregnancy. 

M. History—Patient 25 years, married 5 months. Last 
menstrual period two months ago. Menstruation com- 
menced at ten years; irregular, five weeks and sometimes 
missed a period; duration three to four days. Last period 
was normal. 

P. C.—Pain in lower right quadrant commenced at 4 


P. M., on the 13th; one-half hour later vomited. Saw pa- 
tient at 6 P. M. 
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History of Onset—Patient had noticed during the last 
week a slight bloody discharge. Had typical symptoms of 
normal pregnancy with slight nausea and vomiting develop- 
ing two weeks ago. During the last week has had a few 
colicky pains and thought that she might possibly men- 
struate. On the day of onset the patient had felt normal 
and was doing her usual housework when she was suddenly 
taken with a sharp stabbing pain in the lower right quad- 
rant. 


Examination.—Patient well nourished, with the appear- 
ance of shock. Rigidity of muscles on right side. Tender- 
ness general over lower abdomen, but more marked on 
right. 


Vaginal Examination.—Cervix slightly softer than normal; 
marked pain on pressure; slight bloody discharge; uterus 
slightly enlarged and to the left. Right adnexa indurated 
and very tender to pressure. Diagnostic impression at this 
stage Was an extra-uterine pregnancy. 

At 8 P. M.I saw the patient again and the pain extended 
to the right upper quadrant with general tenderness over 
the abdomen; pain in upper quadrant, suggesting a typical 
gallstone colic; also, pain between shoulders. Temperature 
98, pulse 90, blood pressure 100/70. At 6:30 A. M. the 
fourteenth, patient was brought to St. Mary’s Hospital. 
Pain very severe and at times intermittent. The blood 
picture showed the following: Leucocyte count 16,300; 
hemoglobin 40 per cent; P. M. N.’s 74 per cent; tempera- 
ture 98; pulse 100. Noon: Temperature 97, pulse 120, 
blood: pressure 130/60. Vaginal examination showed bulg- 
ing in the cul-de-sac, more marked on the right. At 3 P. M. 
operation; medium incision, abdomen and pelvis filled with 
blood, right tube found ruptured in middle third. Both 
ovaries and left tube found normal. Gall-bladder negative. 
Blood transfusion (450 c.c.) given as soon as hemorrhage 
was stopped; right tube removed, usual sutures and no 
drainage. On the 16th patient passed decidua in mass. 
There were no complications. Patient left hospital the 27th 
improved. 


Case 40,822. Admitied June 8, 1922. 


Working Diagnosis—Tubal pregnancy (right) or cyst of 
right ovary. 

Final Diagnosis—Ruptured tubal pregnancy right. 

M. History—Patient 39 years, married; four previous 
pregnancies, second of which was tubal. Menstruation 
commenced at 14, regular 30 day; last, April 20th. 

Complaint.—Uterine hemorrhage since May 21st; severe 
stabbing pains on right side, came on suddenly yesterday, 
was intermittent every three to five minutes, lasted two or 
three hours. Second attack at 4 P. M. today. 

Vaginal Examination.—Cervix softer than normal; dis- 
colored, bloody discharge; uterus enlarged, size of two 
months’ pregnancy; induration in right broad ligament, 
mass felt size of an orange. Left adnexa negative. No 
pressure in cul-de-sac. Pain present on moving the cervix. 

Operation on the 9th—Medium incision, free blood in 
pelvis, ruptured right tubal, mass size of small hen’s egg, 
adherent (specimen sent to University Laboratory). Right 
tube and ovary removed. Usual sutures and no drainage. 
Patient left hospital June 20th, improved. 


THIRD STAGE 

Secondary abdominal pregnancy,—in this stage 
when the ovum survives a tubal rupture or abor- 
tion, the diagnosis is much harder to make and next 
to impossible without a complete history. The find- 
ings should show a cervix harder than that of an 
intra-uterine pregnancy. The uterus may be mis- 
taken for the head of the fetus. A careful examina- 
tion under anesthesia should be made and the pass- 
ing of the sound, if necessary, to determine the 
depth of the uterus. ; 


Let me give the history of one of my cases which 
falls into this group. 


Case 41,753. First admitted Sept. 19, 1922. 


Working Diagnosis—Ectopic pregnancy or threatened 
abortion. (This patient gives history of previous left tubal 
pregnancy five years ago.) 

History.—Patient 27 years old, last regular period July 
2nd. On September 2nd and every day since has had more 
or less vaginal discharge with blood. Noticed nausea de- 
veloping about the middle of August. September 4th de- 
veloped vomiting, which has been almost continuous since. 

Examination.—-Cervix uteri discolored, soft, bloody dis- 
charge. Corpus uteri enlarged, size of two months’ preg- 
nancy. Soft and in anterior position. Right adnexa mass 
felt, doughy. The 20th, blood hemoglobin 88 per cent; 
leucocytes 9,300; P. M. N.’s 66 per cent; consultation, ad- 
vised waiting. Patient was in the hospital eight days and 
gradually improved. Patient kept under observation at 
home and on the 17th of October uterus appeared sym- 
metrical, patient feeling very much better and had hardly 
any nausea, although there was a daily show of blood. 
October 24th, 10:30 P. M., was taken with severe cramps, 
had indulged in large quantities of food, and on the 26th 
the patient was having intermittent pain every two to six 
minutes apart—sent to St. Mary’s Hospital with a diagnosis 
of abruptia placenta and second inevitable abortion. Patient 
gradually improved until the afternoon of the 28th. Hemo- 
globin was down to 45 per cent, pelvic examination showed 
mass extending to umbilicus, symmetrical and a four to five 
months’ pregnancy. Six o’clock patient was in shock, sent 
to the operating room, pulse 140 and becoming rapidly 
weaker. Passing a sound showed only depth of about 3.5 
inches, cervix fairly firm and immediate laparotomy per- 
formed. A mass in the mid-pelvis in abdomen covered by 
omentum and large amount of bright red blood in pelvis 
and abdomen. Mass contained four months’ fetus, 6.25 
inches long and was well protected by omentum and ad- 
hesions of intestines. Patient did not recover sufficiently 
to take blood transfusion, which had been prepared. Pa- 
tient died before leaving the operating table. Conclusion 
in this case was that the original rupture had taken place 
when seen in September and death of fetus did not take 
place, resulting in a tubo-abdominal pregnancy. 


As we progress in the practice of medicine and 
our experience increases, we are more impressed 
by our mistakes than by our successes. Anyone 
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who has experienced the tragic and seen the fatal 
termination of an extra-uterine pregnancy can 
have but one answer to the method of treatment, 
when diagnosis has been made, and that is, opera- 
tion immediately. Of course, I realize that there 
may be a few exceptions and I will briefly give 
them. 

1. When a case is seen in the first three months 
of gestation and the patient is in shock, with the 
blood pressure low and the pulse thready, one may 
be justified in waiting until the reaction sets in, 
which may happen if you see the patient during or 
following the primary rupture. If there is a his- 
tory of several sudden and sharp pains, followed 
by shock, then I do not think that you are justi- 
fied in waiting. In all three cases that died at 
St. Mary’s Hospital, there had been histories of re- 
peated sharp attacks, followed by more or less 
shock, and if we wait long enough we will see the 
patient during her last and fatal hemorrhage. 

2. If a diagnosis of extra-uterine pregnancy has 
been made and the case has passed beyond the 
seventh month, one may be justified in waiting un- 
til the fetus is stronger. An operation should be 
performed before patient goes into labor. The 


best method of taking care of the placenta in this 
type, is to leave it, unless the maternal attachment 
can be clamped off, as is sometimes found in the 
pedunculated ovarian type. 

In an exsanguinated case give salt solution in- 
travenously and follow with blood transfusion. Do 


not rely on the salt solution by rectum. I would 
suggest at the time of the operation that the free 
blood, found in the abdomen, be citrated and 
poured back into the abdominal cavity and not 
transfused, as we know that there is a rapid ab- 
sorption of fluids by the omentum and peritoneum. 
Another thing to remember in a blood transfusion 
following an intravenous injection of salt solution 
is this, that it is not the quantity of the blood, but 
the stimulation caused by it that carries the patient 
over this critical period. 

In regard to the advisability of removing the 
other healthy tube on the presumption that an 
ectopic pregnancy might develop in it at a later 
date, the answer should be “no,” as there are more 
babies born following an ectopic than the number 
of ectopics. As a prophylactic measure in doing 
pelvic surgery and especially, so in the Baldy-Web- 
ster, or Gilliam operation, avoid any angulation of 
the tube. 
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DISCUSSION 

Dr. F. L. Apair, Minneapolis: The etiology of ectopic 
pregnancy is still clouded with considerable obscurity, and 
until we know more of course it will be difficult for us to 
prevent the incidence of ectopics. Undoubtedly certain 
physiological facts may be contributory causes to ectopics. 
This may perhaps be due in some instances to the time of 
the fertilization or insemination of the ovum. 

Necessarily in an ectopic the ovum must be fertilized 
before it reaches the uterus. Whether it is physiological 
or not for it always to be fertilized before it enters the 
uterus, is still open to question. Perhaps in some instances 
when ovulation occurs late in relation to insemination, the 
fertilization of the ovum within the tube may be favored, 
which of course is a prerequisite for the occurrence of any 
ectopic pregnancy. 

The work of Snyder in studying the changes in the tube 
indicates that the tube undergoes certain physiologic 
changes which correspond more or less with the changes in 
the corpus luteum; that is, the changes are more or less 
chronological. The inflammatory conditions of the tube 
have been spoken of as a definite cause of ectopic preg- 
nancy. In a series of cases studied by Stein there was 
evidence of inflammatory conditions in the unaffected tube 
in about twenty-five per cent of the cases. 

In this series he found no prolonged period of sterility 
preceding the ectopic pregnancy, which of course is an 
argument against inflammatory conditions being a very 
potent factor in the causation of ectopic pregnancy. He 
also stated—which has nothing to do particularly with the 
etiology, but is of interest in connection with diagnosis— 
that over fifty per cent of the cases were correctly diagnosed 
before operation. Following the theory of Sturmdorf, 
Magid suggests that a chronic endocervicitis is a predis- 
posing factor in the causation of ectopic pregnancy by 
causing a perisalpingitis, which consists of an inflammation 
of the cellular tissue around the Fallopian tube. It seems 
to me perhaps a little more logical to think that the same 
underlying infection is the cause of both conditions, and 
that it is not necessarily the result of the endocervicitis. 

It is unlikely that we shall soon be in a position to 
prevent the development of ectopic pregnancies. A _ thor- 
ough understanding of the underlying causes and the pos- 
sible elimination of these predisposing factors might rv- 
duce the numbers of these cases. 
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The hope in the cases is from early and accurate diag- 
nosis with prompt and effective treatment. A study and 
analysis of the clinical course and physical findings is of 
the utmost value. It is this which makes a presentation 
such as that of Dr. Weum’s valuable to the clinician and 
also to the patients. 

Dr. A. MacLaren, St. Paul: There are two points of 
which I want to speak. My experience in ruptured extra- 
uterine gestation cases is that abdominal section is neces- 
sary in probably ninety per cent of these cases if you are 
going to save the patient. The mortality in my experience 
has been in the neglected cases, and the ones that have 
been allowed to bleed into their own abdomens a number 
of times and the operation is delayed too long. The tear 
of the tube with intra-peritoneal hemorrhage very often 
comes at the time of the first missed menstruation. The 
fetus occasionally is killed by the tear. Then a pelvic 
hematometra usually forms in tubal abortion cases. 

The first experience that I had, a great many years ago, 
was in opening one of these pelvic hematometra cases: a 
small pelvic hematometra, typical history of extra-uterine 
gestation with rupture and tear opening it. As we know, 
pelvic hematometra will often go on the formation of a 
pelvic abscess. If such a case is opened in the early stage 
of infection, the peritoneum is set on fire and the patient 
dies of acute septic peritonitis. After the early stage of 
infection had passed a number of cases were operated upon, 
by vaginal section and clamping the tube (as was just 
mentioned) and draining the pelvic hematometra, and the 
patient recovered. 

Now when we open the abdomen occasionally we will 
find that the patient has had a tubal abortion. I believe 
that it is almost as reasonable to remove the tube in these 
cases as it would be to remove the uterus after an abortion. 
The danger of hemorrhage has passed. You have to deal 
simply with a pelvic hematometra. One of my patients 
who had only one tube and ovary was very anxious to have 
a child, and had a successful delivery after opening and 
cleaning out the tube as described above. 

Dr. L. W. Barry, St. Paul: Ectopic pregnancy is not 
always easy to diagnose, but of course it is always easy to 
diagnose after you get in the abdomen. I think the most 
important factor in the diagnosis or the most important 
sign in the diagnosis of ectopic pregnancy is spotting. 
Practically all of the cases—ninety to ninety-five per cent— 
will give a history of disturbance of menstruation and 
spotting. They run all the way from two weeks to six 
weeks or two months, and some time in this interval begin 
to bleed. Usually the blood is not bright red as it is in 
the incomplete abortion or threatened abortion, with which 
ectopic is most usually confused; but the blood is dark and 
does not clot. 

Now once in a while we have an inflammatory tubal con- 
dition. Especially where we have a flare-up of an old 
tubal condition we have spotting. Usually, though, the 
pain is on both sides and is not one-sided. Once in a while 
we have trouble in making a diagnosis between an ectopic 
and an ovarian cyst with a twisted pedicle. They have 
sudden one-sided pain; they go into collapse, have a slight 
temperature and slight leucocytosis. Once in a while we 
have difficulty in diagnosing between an ectopic and incar- 
cerated uterus. 
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In the treatment of ectopic pregnancy I think the thing 
to do is to operate as soon as the diagnosis is made. Once 
in a while, of course, you will be called out in the country, 
and the patient has not consulted a doctor soon enough to 
be operated at the opportune time. She is in collapse. 
What are we going to do? If we have any instruments we 
should operate. Sometimes we take these patients to the 
hospital and they die on the operating table. Two of these 
that Dr. Williams reported died on the table. I think the 
thing to do is to transfuse before you operate and not after- 
ward. I think it is a very poor plan to trust to salt solu- 
tion. The patient needs blood now. Pouring the citrated 
blood back in the abdomen I think is a very good idea. 
Sometimes it is practically saved anyway, and you can 
leave it and absorb it without very much trouble. Some 
put ether in the abdomen—all of which are very good 
measures. 


Dr. W. A. Coventry, Duluth: I would like to draw the 
attention of the society to one thing that happened in my 
practice, and that is a question of induced abortion in 
extra-uterine pregnancy. Within the last year I have had 
such a case, she admitting having consulted a physician 
who committed abortion, or attempted to at least, on two 
different occasions within a week. The patient had an 
extra-uterine pregnancy of about three months’ duration, 
unrecognized by the abortionist. The outcome was fatal 
because the patient had become infected. However, it 
brings up the point of not depending too much upon spot- 
ting, but depending more upon your physical examination 
and your bimanual examination. 


Dr. Barry brings up the point of transfusion before opera- 


tion. I believe it is better at the time of operation or im- 
mediately afterward. I think most of the blood that is put 
into the patient will be washed out if transfused before 
operation. 

Then there is the question of operating on these life and 
death cases. You have to operate as fast as you can and 
do as little as possible. The thing to do is to stop your 
bleeding, close quickly, and get your patient to bed. Don’t 
bother to wash out blood; don’t bother to wipe out the 
clots; leave them alone. Babcock has made this sugges- 
tion: in desperate cases he goes through the cul-de-sac and 
grabs and clamps the bleeding tube, stopping the bleeding, 
and getting the patient off the table and into bed, thus not 
unduly shocking an already badly shocked patient. 


Dr. V. J. Hawkins, St. Paul: I haven’t very much to 
say, but the whole thing with tubal pregnancy is to make a 
diagnosis at once and operate at once, and you will save 
all of your patients. It doesn’t make any difference where 
you are. If you carry out ordinary asepsis, if you are 
ordinarily careful, you will save every one of them. You 
say that is not the right way to get at the question, but this 
thing of waiting and making all sorts of blood tests is 
fatal. The diagnosis is practically made every time, on 
the passage of blood and mucus that does not clot. It 
looks like coffee grounds, only that it is black. And with 
the history and the possibility of pregnancy it is safer to 
open the abdomen in a hundred patients than it is to get 
down to fine diagnosis. We have had at least twenty cases 
in the last seven years without a death. One of those cases 
came to us after they had been told that there was no use 
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of attempting to do anything, no use to take it to the hos- 
pital. Extreme prostration or shock. Put patient on the 
table, clamped off the tube and removed it and closed her 
up, and she got well. ._ We didn’t make any transfusions or 
anything of the kind; didn’t fool around with anything. 
Go at it like you did with appendectomy thirty years ago. 
Go right at it. Fool around and you are going to lose them 
every time. It doesn’t make any difference how they were 
in the beginning, if you wait to see if that patient is going 
to die, the patient is gone. 

Dr. T. W. Weum, Minneapolis (closing): Dr. Hawkins 
brought out the importance of not depending entirely on 
your blood findings. That is fatal, because as I stated in 
one of my cases, the hemoglobin was up to 88 per cent. 
There was nothing unusual in her early blood picture. I 
had seen that patient the afternoon before the blood picture 
was taken, and she was in shock. At that time I made a 
definite diagnosis of an extra-uterine. The next morning 
she was in the hospital. She was smiling and feeling 
good. And here was her blood count. The examination 
by another man indicated that it might possibly be an 
intra-uterine. The family thought there was no harm in 
waiting, and we waited eight days, and the patient left the 
hospital very much improved. 














































































































Those are the cases that we are fooled on. You have 
made mistakes; I have made mistakes. But let us profit by 
our mistakes. To show how easy it is to make a misiake: 
Last month I operated on a woman who was forty-one 
years old. Two years ago I had delivered her at St. Mary’s 
Hospital. During the delivery I had felt a large fibroid of 
the uterus, the size of a hen’s egg. There was nothing 
unusual in her menstrual history afterwards until about 
two months ago, when she started to menstruate and had 
an irregular menstrual flow for a period of four weeks. I 
decided to send her to the hospital. I knew that she had a 
fibroid, because I had felt it two years ago. She was a 
large woman, somewhere between two hundred and two 
hundred and fifteen pounds, and about five feet in height. 


You know how much you can feel in an abdomen of that 
size. 
















































































With this history of continued spotting and severe stab- 
bing pain in the lower left quadrant on two different occa- 
sions and the uterus hard and slightly irregular like a 
fibroid uterus, I decided to send her in, and thought per- 
haps we could eliminate the possibility of malignancy by a 
diagnostic curettage. During the operation I found that 
the fundus was rather soft on curetting. The softness of 
the fundus decided what course should be pursued. We 
went in above and found this small fibroid uterus and also 
a left tubal pregnancy with free blood in the abdomen. 

Now this was right during the time when I was writing 
this paper, and I should have been prepared, but although 
I thought of it, I didn’t think it was possible. It just goes 
to show how you have to be on guard. Another thing that 
I wanted to bring out is that in the cases where you see 
them in shock, you will find the blood pressure low; and as 
the blood pressure goes up, say from ninety or a hundred 
to a hundred and thirty, that is the time to operate, as 
soon as the reaction sets in, because the clot is going to 
break again and you will have a second hemorrhage. 
Operate them just as soon as they make the curve. 
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SOTA FROM 1919 TO 1923 INCLU- 
SIVE. (PERSONAL OBSERVA- 
TION OF 340 CASES) * 





E. M. Hammes, M.D. 


Associate Professor of Neurology and Psychiatry 
Medical School, University of Minnesota 


St. Paul 





In the editorial column of the Journal of thie 
American Medical Association (March 10, 1923, 
p- 696) we read the following: “From the spring 
of 1920 until recently, there have been compara- 
tively few new cases of epidemic (lethargic) ev- 
cephalitis in North America, and interest in it 
has been kept up mainly by the surprising array 
of its somatic and psychic sequelae. Within the 
last few weeks, however, reports have come of a 
large epidemic in Winnipeg, and smaller ones in 
Connecticut and elsewhere.” 

The fact that our experience in Minnesota has 
been at variance with this, and because the 1923 
wave of epidemic encephalitis has been more prev- 
alent and more virulent than any previous one, is 
the main reason for again presenting this subject, 
about which over two thousand articles have been 
written in the past few years. 


A statistical study, obtained through the kind- 
ness of the State Board of Health, reveals that from 
April, 1919, to July, 1923, inclusive, 295 deaths 
occurred in Minnesota from encephalitis; 134, or 
over 45 per cent of which were in 1923. The mor- 
tality rate, taken from the literature and from our 
own experience (a study of 340 cases), is approxi- 
mately 17 per cent. Accordingly, about 1,735 cases 
of moderate or marked severity have occurred. 
And if we add to this number the abortive and ex- 
tremely mild cases, with not sufficient symptoms to 
seek medical aid, it can be conservatively estimated 
that over 2,000 cases have developed in Minnesota 
alone since the spring of 1919. Judging from the 
literature, Minnesota has not been involved to a 
greater degree than the other states in the Union. 

This brief statistical study gives us a conception 
as to the enormous number of cases which have 
occurred throughout the civilized world since the 
beginning of this protean disease in the winter of 
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1916 in Vienna, from where the first cases were re- 
ported by Von Economo. 


A study of the statistical chart shows that Minne- 
sota has passed through four definite periods of 
exacerbations. In 1919 the greatest number of 
deaths occurred during the months of April and 
November. In 1920 there was a definite increase 
in the mortality during March—remaining fairly 
quiescent during the remainder of the year. A 
similar although greater death rate, occurred dur- 
ing the spring months of 1921. During 1922 the 
lisease remained fairly quiescent, averaging less 
than four deaths a month. However, in the early 
months of 1923, a most marked exacerbation oc- 
curred and more deaths were reported during the 
first five months of this year than any two previous 
years combined. Similarly the number of cases 
which occurred was greater, the organism appar- 
ently more virulent and the disease in many of the 
fatal cases of shorter duration than during any 
previous wave. 


DEATH RATE OF BPTDEMIC ENCEPHALITIS IN MINNESOTA 1319-1923 


- === 1919 = 23 deaths --. 
+ « 1920 - 35 deaths 
———— 1921 - 59 deaths 
Total deathe 295. 


= « 1922 - 44 deaths - 
x x x x 1923 - 134 deaths 
(in seven months) 


This marked increase in the number of deaths 
reported during 1923 is due to three factors: 


1. The organism seemed more virulent than at 
any time previous. 

2. Because of the profuse literature on the sub- 
ject, the medical profession had familiarized it- 
self with the many varied and bizarre syndromes 
which this disease presents. 


3. Some deaths were undoubtedly due either to 


sequelae or exacerbations in cases previously af- 
flicted with encephalitis. 


As is demonstrated in the statistical chart, epi- 
demic encephalitis has shown a definite increase 
during the early spring period, over 52 per cent 
of the deaths occurring during the first four 
months of the year. This is in accord with the 
Monthly Mortality Rate of New York in 1920, 
where the greatest number of deaths from encepha- 
litis occurred in February and March, 53 and 57 
respectively. Furthermore, there has been a 
marked rise in the death rate in each subsequent 
year, 1922 excepted. This is of special interest, 
for in every known epidemic the virulence of the 
organism usually abates after having reached its 
climax. In anterior poliomyelitis, this has been 
partly attributed to the fact that one attack, even 
mild, produces immunity, and in all probability 
many abortive and extremely light cases, unrecog- 
nized, develop during an epidemic, a great aid in 
lessening the activities of the organism. In epi- 
demic encephalitis a mild attack does not establish 
an immunity. On the contrary, it is not uncommon 
to obtain a history suggestive of encephalitis with 
improvement or even complete recovery, and some 
months or even a year later have the patient de- 
velop marked symptoms, definitely establishing the 
diagnosis. A case recently seen in consultation 
with Dr. W. A. Dennis, St. Paul, had a time inter- 
val of two months between the first manifestations 
and the final development of the disease. Another 
case, seen with Dr. L. S. Ylvisaker, St. Paul, had 
three definite exacerbations with marked improve- 
ment in the interval, during a period of six months. 
A third case, seen with Dr. E. B. Daugherty, of St. 
Paul, had an acute attack with diplopia, lethargy, 
temperature, bladder disturbance and delirium in 
February, 1920. This continued for six weeks to 
apparent recovery until June, 1923. Then he be- 
gan to develop muscle rigidity and at present pre- 
sents the typical Parkinsonian syndrome without 
tremor, not an infrequent sequel of epidemic en- 
cephalitis (an interval of over three years). A 
fairly large number of similar cases have been re- 
ported in the literature. These recurrences are 
probably not due to a re-infection but to a lighting 
up of the organisms present, similar to what oc- 
curs in syphilis. 


Although epidemic encephalitis may develop at 
any age, the largest number of cases occurred be- 
tween the ages of twenty-five and thirty-five. The 
oldest case in our series was sixty-nine years and 
the youngest case began five days after birth. This 
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little girl, seen in consultation with Dr. J. H. Libert, 

of St. Cloud, presented a most interesting picture. 
The family history was negative. The mother 
passed through a normal pregnancy and delivery. 
The child was well till the fifth day, when it had a 
convulsion, temperature 102 degrees, and became 
lethargic for ten days. It could be aroused for its 
feedings but readily lapsed into a stuporous state. 
About the twelfth day, it developed strabismus and 
gradually improved from the lethargy. Four weeks 
later it had a series of generalized convulsions with 
a moderate degree of temperature for five days. 
It gradually improved, developed physically but not 
mentally. It has never been able to walk or use its 
hands properly. At the time of my examination, 
the child was three years old. Her mentality was 
markedly impaired; she had a whining cry, but 
could not talk; certain noises, especially the ring- 
ing of the telephone, apparently terrified her; other, 
even loud, sounds did not seem to annoy her; she 
had internal strabismus; her upper extremities were 
awkward and markedly hypotonic; triceps, biceps 
and periost reflexes were normal. Her lower ex- 
tremities were so hypotonic that her legs could be 
placed behind her neck without difficulty; her feet 
could be readily flexed so that the toes touched the 
anterior surface of the tibia; knee and Achilles 
jerks were absent; there was no Babinski. She pro- 
pelled herself by rolling over and over sideways. 
At times, she seemed to take a little notice of bright 
objects. 


As the mother was perfectly well during the en- 
tire pregnancy, gave no history of influenza or any 
other illness, one is at a loss to even surmise the 
source of the infection. The usual incubation pe- 
riod of encephalitis is given as ten days. Our 
youngster developed her first symptoms on the fifth 
day after birth. 


Encephalitis complicating pregnancy is not in- 
frequent. The mortality rate is surprisingly low 
and the effects on the newborn variable. Wechsler 
(investigation by the Association for Research in 
Nervous and Mental Diseases, page 11) reports 22 
cases with four maternal deaths. In our series, one 
patient, seen in consultation with Dr. C. B. Teis- 
berg, St. Paul, developed encephalitis at the fourth 
month of pregnancy, with marked myoclonic twitch- 
ings of the upper extremities, persistent tachycardia 
(120-140) , profuse sweating, but gave normal birth 
to a healthy child at term. The termination of the 
pregnancy had no effect on the chronic manifesta- 
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tions in the mother. The child is developing nor- 
mally in every way. 

The literature so profusely covers the symp. 
tomatology with classifications, descriptions and 
case reports of this most protean disease, that it is 
needless to give more than a brief summary. Al- 
though multiple syndromes were observed during 
the entire period under discussion, more or less 


outstanding symptom groups occurred with each 
wave. 


During 1919 and 1920, the predominant symp- 
toms were: (1) pathologic drowsiness (lethargy) : 
(2) cerebral nerve palsies—especially ophthalmo. 
plegia; (3) acutely developing paralysis agitans 
syndrome (mask-like face; muscular rigidity) : 
(4) pupillary changes; (5) bladder disturbances; 
(6) headaches. 


In the early spring of 1921, when the third in- 
crease in the number of cases developed, the clin- 
ical picture changed somewhat and there was more 
evidence of meningeal irritation accompanied by 
profound toxemia. The outstanding syndrome 
was: (1) headaches; (2) neuralgic pain in ex- 
tremities; (3) peculiar delirium; (4) profound 
toxemia; (5) cranial nerve palsies. 


With the 1923 wave developing, entirely new 
clinical manifestations presented themselves. 
Lethargy, cranial nerve palsies and the Parkin- 
sonian syndrome so frequent prior to this time were 
less common, but instead, two rather constant symp- 
tom groups were noted; in the one the myoclonic 
twitchings predominated; in the other, mental con- 
fusion with headache was characteristic. In the 
one the outstanding symptoms were: (1) history of 
acute nasopharyngeal infection with recovery; a 
week to ten days later (2) severe headaches, (3) 
neuralgic pains in the extremities, (4) myoclonic 
twitchings of the muscles of the face, extremities 
or trunk. In the other the predominating mani- 
festations were: (1) headache; (2) insomnia; (3) 
mental symptoms especially at night (confusion; 
hallucinations; delirium); (4) bladder disturb- 
ances; (5) frequently no other evidence of organic 
nervous involvement or of pathologic reflex 
changes. 


It is of interest to note that practically no change 
either in the localization or the character of the 
neuropathologic findings of the brain or cord was 
observed in these different symptom groups. The 
only exception noted was a more extensive involve- 
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ment in the region of the medulla in those cases 
associated with marked myoclonic twitchings. 


In our series about 300 spinal fluid examina- 
tions were made. The outstanding feature was the 
disproportion between the marked clinical symp- 
toms and the slight pathologic findings in the spinal 
fluid. Only one case gave a spinal fluid pictyre of 
marked intensity: the fluid was clear, under great 
and prolonged pressure, showed over one thou- 
sand lymphocytes, a marked globulin excess, a col- 
loidal gold curve 0012234432, a web-like fibrin 
formation, a negative Wassermann; no bacteria in 
smear or by guinea-pig inoculation; no sugar esti- 
mate was done. In all the other fluids examined, 
the clinical manifestations were more pronounced 
than the spinal fluid findings indicated. The spinal 
fluid was normal throughout in 35 per cent of the 
cases. All spinal fluids except three were clear and 
colorless; one was bloody and two definitely 
xanthochromiac. 

The case with the bloody spinal fluid was seen 
in consultation with Dr. A. Shimonek of St. Paul. 
A woman, aged 30, had a convulsion, developed 
headaches, diplopia, paresis and hyperesthesia of 
the right leg, a moderate degree of drowsiness and 
a temperature of 99-101 for one week, with a nor- 
mal spinal fluid. Her systolic blood pressure was 
140, diastolic 75. Within four weeks she had sufh- 
ciently improved to be up and around, when she 
suddenly became unconscious and died within 24 
hours. A lumbar puncture at this time by Drs. 
A. Sweeney and G. N. Ruhberg gave a markedly 
bloody spinal fluid under pressure. No autopsy 
was permitted. Sclerotic changes with calcareous 
degeneration of the cerebral bloodvessels have been 
reported in chronic cases.* Although this has not 
been observed during the acute stage, the apoplectic 
onset and the bloody spinal fluid in this case were 
indicative of a cerebral hemorrhage occurring dur- 
ing the convalescent period. 


*Buzzard and Greenfield: Brain, 1919, p. 330. 
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One of the cases with the yellowish spinal fluid, 
seen in consultation with Dr. M. Larsen, St. Paul, 
was a male aged 45. His main symptoms were 
headache, photophobia, confusion and undue irrita- 
bility, with a moderate degree of temperature. The 
spinal fluid was under pressure, markedly yellow- 
ish, and contained an excess of globulin, 12 cells, 
sugar 0.95. The spinal Wassermann and colloidal 
gold curve were negative. He made a satisfactory 
improvement in four months. 

The other case, seen in consultation with Dr. F. 
A. Rieckhoff of Defiance, Ohio, was a woman, aged 
26, with symptoms of headache, diplopia, photo- 
phobia, rigid neck and Kernig sign, marked de- 
lirium and profound toxemia; temperature between 
99 and 103 degrees. Death occurred in twelve 
days. The spinal fluid was under moderate pres- 
sure, definitely yellowish, contained a globulin ex- 
cess, 40 lymphocytes, a negative Wassermann, a col- 
loidal gold curve 0000011221, sugar 0.1025. An 
examination made five days previous gave similar 
findings except that the cell count was over 200. 

In the 65 per cent of the cases where the spinal 
fluid gave pathologic findings, two syndromes pre- 
dominated. In the one we found increased pres- 
sure, a moderate pleocytosis 12-250 (mostly 
lymphocytes), a globulin increase, a luetic col- 
loidal gold curve, and increase in sugar. In the 
other syndrome, the spinal fluid was under in- 
creased pressure, gave a cell-globulin dissociation, 
some change in the colloidal gold curve and sugar 
excess. An increase in pressure and a moderate 
excess of globulin were the two most frequent 
findings. 

This brief study of some of the phases of epi- 
demic encephalitis in Minnesota makes one appre- 
hensive as to what the coming year may bring 
forth. Let us hope that the disease has reached its 
height. However, epidemics, as a rule, do not sud- 
denly disappear, and in all probability many more 
cases with confusing and complex syndromes will 
make their appearance for some years to come. 
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THE RECTUM AS A FACTOR IN CHRONIC 
FOCAL INFECTION* 


W. A. Fansier, A.M., M.D. 
Instructor in Surgery, University of Minnesota 
Minneapolis 

In recent years with the development of the roent- 
gen ray and other laboratory methods the impor- 
tance of focal infection has been very forcibly 
brought home to the medical profession. Its im- 
portance is admitted and the present problem is 
to discover every site in the body which may har- 
bor such infection. Naturally those most acces- 
sible and easily examined were the first to be stud- 
ied and reported upon. The teeth, the tonsils, 
the sinuses, gallbladder, appendix, prostate, the 
pelvic and other organs have all come in for their 
share of investigation. The result is that many 
affections which in the past would have had serious 
or fatal issue have been relieved or cured by eradi- 
cation of exciting foci. 


As a proctologist I wish to call attention to the 
rectum as a focus of infection and one which in the 
past has been frequently, I almost said usually, 
overlooked. I do not mean to say that every per- 
son with a systemic disturbance has a focus hidden 
in the rectum, but I do mean that in cases where a 
focal infection is suspected as the probable cause 
of the malady, in justice to the patient he cannot be 
dismissed until the rectum has been carefully ex- 
amined as well as the other portions of the body 
which may harbor the exciting infection. The re- 
sult of infection in the rectum upon the organism 
as a whole i: the same as when located elsewhere in 
the body. These effects need not be discussed as 
they are well known and the literature is replete 
with articles on the subject of focal infection. It 
is the purpose of this paper to deal chiefly with 
the diagnosis of these infections in the rectum. 
With a little care and patience they are easily 
found. 

The common types of infection either alone or 
in combination located in the rectum are as fol- 
lows: 


1. A general proctitis usually associated with 
colitis. 

2. Infected hemorrhoids. 

3. Ulceration of the rectum. 


*Presented before the annual session of the Minne- 
sota State Medical Association, St. Paul, October, 1923. 
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4. Cryptitis. 

5. Sinuses leading off from the rectum. 

In the cases of proctitis and colitis the diagno-is 
is usually very easily made by simple inspection 
through the proctoscope. For this reason further 
remarks are unnecessary other than to bear in mind 
that these conditions may be the cause of trouble 
elsewhere in the body and should not be neglecte:|, 

Infected hemorrhoids are usually not overlooke | 
as they bleed and appear eroded. However, in 
some cases where they are large the site of infec- 
tion may be hidden by the bulging of the hemor- 
rhoid itself and the tumor must be pushed to one 
side before the ulceration is seen. 

In cases of ulcer also there is usually little dif- 
ficulty in diagnosis, a cursory inspection through 
the proctoscope being sufficient. However, occa- 
sionally there may be an ulcer of considerable size 
lying back of one of Huston’s valves which may 
quite easily be overlooked. For this reason in ex- 
amining one should be sure that all of the rectal 
wall has been inspected. While ordinarily we feel 
that an ulcer or wound which has free drainage 
does not cause much systemic disturbance, still this 
is not always the case as the following case will 
illustrate: 

A male, thirty-eight years old, a mechanic by trade, com- 
plained that for about two weeks he had had some rectal 
discomfort and the passage of bloody mucus with the 
bowel movement. The past three or four days he had had 
pain in the right shoulder on motion and there was a slight 
swelling. When the proctoscope was passed nothing was 
seen except a little blood-tinged muco-purulent material 
clinging to the rectal wall. However, on more careful in- 
spection a good sized ulceration was found on the upper 
side of the second valve of Huston. Under direct medica- 


tion this ulcer quickly subsided and the pain in the shoulder 
also disappeared. 


In case of cryptitis there is usually little consti- 
tutional effect although this condition is the most 
frequent cause of the sinuses which lead off from 
the rectum and which I will discuss later. The 
diagnosis of this condition is best made with a 
bivalve speculum. When opened this puts the 
lower part of the rectum on a stretch and thus 
spreads open the crypts, thoroughly exposing them 
for inspection. In connection with this it is well 
to remember that, while the crypt may appear 
healthy, at the lower end of the crypt is a blind 
pocket which may extend downwards underneath 
the anal mucous membrane as far as three-eighth: 
of an inch. This acts as an admirable incubator 
for bacteria and is the most vulnerable site for the 
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development of infection. It also acts as a reser- 
voir for products of infection from the crypts above 
and it is from this pocket, rather than from the up- 
per part of the crypt, that the abscesses usually de- 
velop. It is therefore important that, even though 
the upper portion of the crypt appears normal, 
careful examination of its terminal portion be 
made. 

It is the fifth or last type, namely, the sinus, 
which is the most often overlooked and to which I 
wish to call especial attention. Occasionally the 
openings of these sinuses are upon the wall of the 
rectum, above the area occupied by the crypts of 
Morgagni; but this is rare. Careful inspection of 
the rectal wall with the rectum distended with air 
and then exploring any suspicious areas with a 
probe will easily reveal them. In a great majority 
of cases, however, the sinus has an opening in 
the base of a crypt of Morgagni or more accurately 
speaking in the pocket at the lower end of the 
crypt of Morgagni. In this way the opening is well 
concealed and it must be carefully sought out. 
The sinus may extend directly into the tissues at 
right angles to the ano-rectal junction but in my ex- 
perience this is rather rare. The more frequent 
type is that which extends outwards and down- 
wards from the ano-rectal junction towards the ex- 
ternal surface. Less often they extend upwards un- 
der the mucous membrane of the rectum. Another 
type described by Terrell, Landsmann and others is. 
a sinus which extends downwards from these pock- 
ets just beneath the skin. These usually give no 
constitutional symptoms but are the cause of some 
of the cases of pruritis ani. 

Regardless of the type of these sinuses their his- 
tory of origin is the same, that is, they are always 
the result of an abscess formation. Aside from a 
few very rare injuries to the rectal wall by foreign 
bodies the general cause is about as follows: Due 
to some irritation, chemical or mechanical or infec- 
tious, the mucous membrane lining the crypts of 
Morgagni become inflamed, the pocket at the 
lower end acting as a reservoir, and this infection 
becomes chronic. Eventually due to sudden trauma 
of a large stool or diarrhea or the action of the 
infection itself this mucous membrane becomes 
broken and allows the infection to spread into the 
submucous tissues. If the infection is of sufficient 
virulence a frank abscess, which points externally 
and is readily recognized as the usual peri-rectal or 
ischio-rectal abscess, results. However, in many 
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cases this does not occur. The abscess forms rather 
slowly, surrounding itself with a firm thick wall of 
induration. The patient experiences some discom- 
fort but there is frequently no visible external 
manifestations. If a bi-manual examination of the 
peri-anal and rectal structure be made at this time 
a distinct induration can be felt in the tissues. 
Before this 
spreads enough to give external signs the already 
diseased and weakened wall in the crypt gives way 
and the abscess is evacuated into the bowel. The 
pus is passed with the next stool and is usually un- 
noticed. The soreness which is present subsides 
and all noticeable symptoms disappear until the 
cycle repeats itself. Infrequently there is some 
tenderness in the glands of the groin, which may 
call attention to the fact that some infective process 
is present. The danger of these sinuses is that of 
any pus cavity where there is insufficient drainage, 

The most simple method whereby these sinuses 
may be discovered during the period of quiescence 
is by dilating the lower end of the rectum, exposing, 
the crypts of Morgagni and then exploring them 
with the tips of bent probes of various sizes. If 
sinuses are present the tip of the probe can be 
slipped into them although upon inspection they 
cannot be noted. During the intervals while the 
cavity is draining constitutional symptoms are usu- 
ally too slight to be noticed by the patient. How- 
ever, as soon as drainage is retarded the soreness 
returns, greater absorption occurs and there will 
frequently be a flare up of infection elsewhere as 
is always the case when an active focus of infection 
is present in the body. 

While I have had a considerable series of these 
cases I will cite but two, which I think are typical 
of the effects of this condition. These cases were 


both seen during an acute exacerbation of their 
chronic trouble. 


Pressure causes more or less pain. 


The first patient was a male who had had recurrent 
attacks of bronchitis. These attacks were very severe, usual- 
ly confining the patient to bed for two or three weeks, 
They occurred in summer as well as winter and usually 
without any cause that could be determined. The attack 
which occurred previous to the one where I had the oppor- 
tunity of seeing him had necessitated a three months’ trip 
to the north woods to regain his health. He was under- 
weight and his general appearance was that which is usually 
associated with a predisposition toward chest affections. 
During the bronchial attack in question he complained of 
some slight rectal discomfort and I had the opportunity of 
seeing him. By inserting the index finger into the rectum 
and palpating this area between the thumb and forefinger- 
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a slight thickening could be palpated posteriorly but no 
definite mass could be felt. This area was slightly tender. 
Upon examination as indicated the tip of a probe could be 
easily slipped into a sinus opening into a crypt of Morgagni. 
This condition was operated and the patient has been well 
since and there has been no recurrence of the bronchial 
attacks. Upon questioning, the patient recalled that his 
previous bronchial attacks had been accompanied by slight 
rectal discomfort, but the bronchial symptoms had been so 
severe the slight rectal symptoms had been disregarded. 

The second case was that of a man who had had recur- 
rent attacks of lumbago for fourteen years. These would 
occur two or three times a year and last from two to six 
weeks, necessitating his remaining in bed. During these 
attacks he always had a feeling of fullness, heaviness and 
discomfort in the rectum and although repeated rectal 
examinations had been made nothing had ever been dis- 
covered. At the time I saw him he had just had an attack 
of lumbago. An induration the size of the kernel of an 
almond would be felt by bimanual examination and a sinus 
opening into a crypt demonstrated with a probe. There 
was no pus at the time of examination. The sinus, which 
had a very thick fibrous tissue wall, was dissected’out and 
the man has been well since (over four years). 


I have endeavored to be conservative in the pres- 
entation of this paper, for with the recent whole- 
sale extraction of teeth it would seem that some 
conservatism in dealing with focal infection is nec- 
essary. I would not have the rectum enjoy the re- 
cent popularity of the teeth, but neither should it 
be entirely forgotten. We know that there are a 
definite number of patients having disturbances due 
to focal infection located in the rectum. This being 
true, in no case where focal infection is suspected 
or where the diagnosis is obscure has full justice 
been done the patient until a careful rectal exami- 
nation has been made. 
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DISCUSSION 


Dr. L. A. Bure, Rochester: I am very glad that Dr. 
Fansler has presented this paper on the subject of the 
rectum because it is so seldom that we ever hear one or 
read of it in a journal. Especially am I glad because he 
has presented the proctoscopic phase of the subject. A 
few minutes ago Dr. Corbett drew a tragic picture of a man 
with a spinal cord tumor—a man in a terrible state—and 
he claimed as one reason, the fact that this man had been 
unable to get a diagnosis because the diagnosis was difficult. 
I need not, I am sure, draw the familiar picture of a man 
coming in the last stages of carcinoma of the rectum—the 
emaciation, the symptoms of obstruction, and so forth. 
The condition of this man is not due to the fact that the 
examination or the diagnosis is difficult. 

Thoroughness is the keynote to all diagnostic endeavor. 
The best internists are those who employ exhaustive meth- 
ods of diagnosis. However, the attitude of even these men 
toward patients who present rectal complaints is astonish- 
ing. Few of us possess more of an equipment for rectal 
diagnosis than the index finger, and most of us who own 
proctoscopes have forgotten where they are stored. 

Tragedy stalks into our hospitals and clinics every day; 
and our patient tells us that Doctor “So-and-So” has been 
treating him for bleeding piles. A diagnosis of cancer of 
the rectum is very frequently made at the time of hemor- 
rhoidectomy in spite of the fact that it could much more 
easily have been done with a proctoscope. One of the 
chief reasons why this condition exists is the inefficiency of 
the teaching of proctology in undergraduate schools. 

Dr. Fansler has presented a subject which will prove its 
worth. The conditions to which he refers cannot be diag- 
nosed with the index finger. Proctoscopy is necessary. 
You must familiarize yourself with normal structures in the 
rectum and the anus, as well as these structures in disease, 
in order to be able to discover the things of which he has 
told you. Cryptitis and papillitis are just as much a disease 
entity as tonsillitis; and involvement of these structures 
causes the same amount of disturbance locally and sys- 
temically as foci. The removal of these conditions will 
produce cure in the same manner as tonsillectomy or any 
other surgical treatment of surgical conditions. 
other surgical treatment of surgical conditions. There are 
few physicians who have not treated hemorrhoids with a 
cancer only three inches away. Let’s be careful lest our 


antipathy for the rectum of our patient cause us to murder 
him. ’ 
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EDITORIAL 


WOOL GATHERING 


Much newspaper notoriety is presently given to 
Lieutenant Wood, a young army officer stationed in 
the Philippine Islands. Rumor has it that he has 
profited heavily in stock manipulation. So im- 
portant is this that even a congressional committee 
investigation is promised. Everybody is interested, 
and a possible epidemic of speculation of like man- 
ner is imminent. Before this epidemic gets under 
way, every physician, particularly, should be inocu- 
lated against it. 


An old saying relates, “He who goes out to gather 
wool often returns himself well shorn.” Doctors 
have long been the prize dupes in dissipating their 
earnings: most of them come into their numerous 
years of training without any business experience 
whatever to bring out any financial foresight that 
might at least be latent and forthcoming. Most of 
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them as students have been desperately “hard up.” 
The first money they earn appears like “manna 
from heaven”: the skies are clear; youth is to re- 
main perpetual; time is no factor. So, the first 
precious years are either lost in garnering useless 
rubbish of stocks of all descriptions, or in strug- 
gling with unnecessary, unwise and injudicious ob- 
ligations, entailing financial outlays that sorely 
postpone and interfere with the professional ad- 
vancement known to be so necessary but daily 
becoming more impossible. 


What would be the result if, when the associa- 
tion meets in St. Cloud next year, the President 
should ask in general assembly all those who “had 
gone wool gathering” to stand up? You know 
precious few would remain in their seats, particu- 
larly if the question was understood. And further- 
more, if those who brought back any appreciable 
“wool” were asked to remain standing, the chairman 
would need no other fingers than his own to count 
them. 


Regardless of all that may be said concerning 
our varied obligations—moral, civic or professional 
—we may as well face the bald facts: only five out 
of every one hundred people attaining the age of 
sixty-five are independent for their support. It 
should be evident that the first duty of every man is 
to make a living; his next is to provide for a 
family; then, to so live by spending less than he 
earns, to save, for his own period of possible de- 
pendency and that of his family. Saving is rarely 
a matter of income; it is far oftener the ability to 
spend less. Hence, saving is rarely impossible. 
Speculation and saving have as much in common as 
yachting and potato digging. The yachtsman may 
say that “sometime” he will dig potatoes, but the 
“house of ‘sometime’ is on the road to never.” The 
lesson is perfectly obvious, but if any more were 
needed let a worthy medley of medical “wool gath- 
erers” get together and agree to this equally obvious 
financial dictum: 


“When we buy stock in somebody else’s business, 
we bet on their ability to succeed. If we are right 
they rarely fail to find means to keep the profits. 
If they fail they can truly say, ‘You would have 
gladly accepted the profits were they forthcoming. 
In the face of losses you miss only your money— 


we have lost all our time. Anyway you seem to 
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get it easily and you are amazingly lucky; we are 
most unhappy’!” ; 

No method of saving has so far been devised that 
can compare with proper life insurance. It is the 
first safeguard of the thoughtful young physician. 
Thereafter, any speculation that is presented should 
be passed upon by a conservative banker. The 
latter are just as numerous as reliable doctors. 
Make friends with them and listen to their counsel. 
They accept our word about their life and health. 
If we would take their advice on finance, in a few 
years we would save enough money to pay the 
Soldiers’ Bonus! 


E. L. T. 


THE FRIENDS OF MEDICAL PROGRESS 


There is a certain type of human being who is 
anti everything. We do not mean the individual, 
who whenever a statement is made can be counted 
upon to take the opposite stand and argue accord- 
ingly, but the one who never concurs in the judg- 
ment of the majority of those who have given the 
matter consideration. They are rather proud of 
being different from the ordinary run of men, and 
not being content to keep their opinions to them- 
selves take great delight in winning others to their 
point of view. We see the type in many lines of 
activity. In national politics they are outstanding. 


Then there is another type of mind that will not 
or more accurately cannot think for itself and 
blindly follows whoever takes the lead. 


Both of these types make up the ranks of the 
anti-vaccinationists and anti-vivisectionists. The 
leaders of these organizations seem to be unable 
to reason logically, and misrepresentation has 
gained large numbers of recruits. Their strength is 
attested by the fact that within the last few years 
‘they have been able on three occasions (twice in 
California and once in Colorado) to submit for 
public vote an anti-vivisection bill so drastic that, 
if adopted, it would have closed every research lab- 
oratory and prevented the manufacture of vaccines 
and serums in the state. The health authorities, 
physicians and veterinarians would, it is true, have 
been simply inconvenienced in their fight against 
diseases such as smallpox, diphtheria, meningitis, 
typhoid and hog cholera by having to import fresh 


biological products from other states. It is any- 


thing but pleasant to contemplate the situation if 
such laws were to be enacted in every state in the 
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Union. And this is the actual danger if this ele. 
ment gets a foothold in one or two states. 


On the cover of a widely circulated magazine, the 
official organ of an anti-vivisection organization in 
New York, appears the following: 


“T invite all Anti-Vaccinationists, Anti-Vivisec- 
tionists, Eclectics, Homeopaths, Chiropaths, Osteo- 
paths, Naturopaths of all branches, Christian Scien- 
tists, New Thoughtists, Theosophists, Medical Free- 
domists, and all brave and honest physicians of 
the Allopathic School (who secretly denounce the 
machinations and conduct of the political doctors) 
to send in their names and enroll as active par- 
ticipants in an Association of Free People against 
Medical Tyranny.” 


Let us hope that all this outlay of irregulars and 


“all brave and honest physicians” will not join the 
ranks. 


To show how some of these organizations will 
deliberately falsify to gain their point, not long 
ago the Vivisection Investigation League, so-called, 
sent to a thousand newspapers the statement that 
Dr. W. J. Mayo demanded the protection of dogs 
from the vivisection table. Dr. Mayo, when ques- 
tioned, made the statement, “The trouble with the 
anti-vivisectionists is that they are not only dishonest 
but wilfully dishonest. The truth is not in these 
people.” 


In 1914 Mr. Rockefeller gave a million dollars 
to establish in New Jersey a laboratory for the 
study of animal diseases. The anti-vivisectionists 


persuaded the governor to veto a bill authorizing 
the work. 


For years physicians could not get a whole- 
hearted laugh out of “Life.” “Life” has found 
the anti-vivisectionists out and will have nothing 
more to do with them. Ernest Thompson Seton, 
the last scientific man in their ranks, resigned two 
years ago and told them why he did so. 


Realizing the danger to the country of this anti- 
medical faction, a group of non-medical citizens or- 
ganized in 1923 The Society of Friends of Medical 
Progress, whose avowed purpose is to aid all re- 
search and humane experimentation for the ad- 
vancement of medical science, to inform the public 
of the truth concerning the value of scientific medi- 
cine to humanity and to animals, and to resist igno- 
rant or fanatical persons or societies urging dan- 
gerous legislation. The name of Dr. Charles W. 
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Eliot, President Emeritus of Harvard, appears as 
honorary president. The honorary vice presidents 
include President Angell, of Yale, and the Honor- 
able Charles Evans Hughes. The secretary is Mr. 
Edward Wigglesmith, Director of the Boston Mu- 
seum of National History and headquarters are at 
28 Newbury Street, Boston. 


It is truly refreshing to hear of a move of this 
sort and we venture to predict that the society will 
have a large membership from the medical profes- 

. * 
sion. 


*A check for one dollar payable to 
Medical Progress, Inc.” and sent to headquarters at 
28 Newbury Street, Boston, will entitle the sender 
to associate membership. 


“Friends of 
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GAS BONDS—AND THE MISTAKE OF TRYING TO 
JUDGE AN INDUSTRY AND ITS SECURITIES BY 
A CASUAL GLANCE AT SURFACE INDICATIONS 


By Samuet O. Rice 


Educational Director, Investment Bankers Association 
of America 


Time was when somebody made money by manufacturing 
bootjacks. Today there is no market for bootjacks and only 
a few, if any, are made. A bootjack factory would be an 
extremely poor basis for an investment. Bootjack making 
is virtually an obsolete industry. 


Many persons have an erroneous notion that the industry 
of making manufactured gas is somewhat tending to de- 
treased production because of electricity. They conclude 
that because electric lighting has caused a great decrease 
in the use of gas for lighting homes and streets that the 
market for gas has been reduced. That notion comes as 
near being an absolute error as any notion could be. In 
the last 10 years production of manufactured gas in the 
United States has increased 100 per cent. In the same 
period consumption of gas for industrial purposes increased 
1,000 per cent in the United States. 


The manufactured gas business was scarcely ever more 
prosperous than now. The reason is because of the in- 
creased use of gas in industry. Modern heating processes 
in manufacturing use great quantities of gas, for gas has 
been found to be the most economical and efficient in heat 
treating processes of manufacturing. 


Of course, the casual observer may not be blamed for 
erroneously concluding that electric lighting has cut in on 
the gas business. It looks that way on the surface perhaps, 
but that simply shows how dangerous are surface indica- 
tions. The fact is that electricity really did the gas industry 
a service when it took the little home-lighting load off the 
gas companies and enabled the gas companies to use their 
capital and energies for developing the larger industrial 


field. Electricity is cheap for power, but expensive for 
heating purposes. Gas is cheap for heating purposes. 

Gas also has the advantage of diversified use. In periods 
of depression people do not stop using gas stoves. In the 
future development in the use of gas, men of long experi- 
ence in public utilities confidently predict that gas will be 
increasingly used for heating in cities. Transportation of 
gas is much cheaper than transportation of coal. Not only 
are rail and water transportation of coal expensive, but local 
hauling of coal is becoming an expensive proposition in 
many cities. The indications all point to an increased use 
of gas for heating homes and business buildings in the large 
cities. 

The foregoing is, of course, openly conjectural. 
however, sound. 


It is, 
The future of the gas business seems 
assured. Certainly its present situation is gratifying. I am 
led to write this because I have heard a number of surface- 
indication logicians object to gas bonds because electricity 
had almost usurped gas lighting in homes. One such per- 
son even advised a widow to sell certain fine gas company 
bonds her husband had left her. It was abominable advice, 
based on ignorance. The bonds in question were safe, high- 
yielding, very desirable. 

Perhaps I may be a bit tiresome in repeatedly pointing 
out that an investor should go to some honest, dependable 
authority to learn the true worth of any investment he is 
considering. What sort of an investigation can any man 
make of an enterprise in which he contemplates investing? 
He can, if he has time, visit the factory, the electric plant, 
the gas plant or other enterprise whose bonds he is con- 
sidering. He can look at them carefully, go over the books, 
and then what does he know? How can he possibly be 
competent to judge whether it is a good efficient plant, 
whether its different units are all right, whether as a whole 
it can produce and meet competition sufficiently well to 
pay interest or dividends? How can he know that the “cor- 
porate structure” is right? By that I mean how can he 
determine accurately that it has been financed most effi- 
ciently, that the right proportion of common stock, or of 
preferred stock, and of bonds has been judged? No man 
unless he is an investment banker can do that and usually 
investment bankers have engineers, accountants, attorneys 
and all sorts of specialists to help them do it. 


In these articles I have determinedly endeavored not to 
try to persuade any one to buy any particular issue of any 
investment security. Instead, I have tried to show how com- 
plex a business is the making of sound investment securities. 
In my own little investments I never buy anything without 
talking it over with one or more investment bankers. I sup- 
pose I am in as good a position as any one could be to 
garner “inside tips,” but strange as it may seem I have 
found the much-talked-of “inside tip” virtually non-existent. 
I have found, however, a world of sound, dependable infor- 
mation, frankly and openly given. As a result, if I may be 
pardoned a further personal allusion, I have never lost a 
penny in investments, either my own small funds or money 
of two estates I have administered. It all depends on the 
investment dealer you select. I know several hundred hon- 
est and competent ones—surely any physician is good 
enough judge of character to select one and not put his 
money into schemes of crooked or incompetent promoters. 
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DR. JAMES A. QUINN 


Dr. James A. Quinn died at St. Paul, December 27, 1923. 
Dr. Quinn was born near Springfield, Ill., December 8, 
1855, and, with his parents, William B. Quinn and Louisa 
Tomilin Quinn, settled the same year upon a farm at the 
present site of Merriam Park in St. Paul, where he lived 
until he was eleven years of age. The present Quinn Farm, 
now bounded by Snelling, Larpenteur and Hamline Avenues, 
near the State Fair Grounds, has been his home since 1866. 


Dr. Quinn, as a boy, attended the public district schools, 
and at an early age was sent to a Methodist Seminary in 
Illinois, in preparation for the ministry. Upon returning to 
Minnesota, he attended the State University, finishing there 
in 1876. He graduated in medicine at Columbia, in New 
York, in 1880, and, soon after completing his internship in 
New York hospitals, became associated with Dr. J. H. 
Murphy, one of the pioneer surgeons of St. Paul. He was 
coroner of Ramsey county four terms of two years each, the 
last two terms being indorsed by all political parties. Dr. 
Quinn was president of’ the Ramsey County Medical So- 
ciety in 1898. He was chief surgeon of the Great Northern 
Railway from 1892 to the time of his retirement from 
practice, two years ago, on account of ill health. 


In the passing of Dr. Quinn, one of St. Paul’s most 
widely known, popular and picturesque characters in the 
profession is gone from us. As a farmer boy, with rod and 
gun, roving the present sites of St. Anthony Hill and the 
Midway district, from Fort Snelling to St. Anthony (now 
Minneapolis), and, later, as a young practicing physician 
he was known by every old-timer in this section, and his 
genial, cordial and companionable disposition rolled up 
probably the largest acquaintance ever enjoyed by any 
physician in St. Paul; among the profession of the state, 
too, and the entire Northwest, in years gone by, no society 
or association meeting seemed complete without him. 


The “call of the wild” was strong within him and his 
hunting season, each year, meant from the first day of 
chicken season to the last day of the big game season. 
Up to the advent of the automobile, Dr. Quinn was a most 
familiar picture on the streets, driving his buckskin mare, 
“Topsy,” who was as well known as he. In his capacity as 
surgeon for many railroads running in and out of St. Paul, 
his acquaintanceship reached far and wide and every village 
along two, at least, transcontinental lines in Minnesota, the 
Dakotas and Montana held one or more persons who 
knew him. 


Careless and indifferent as to the obligations of others to 
him, he was most punctual and exact in his sense of obliga- 
tion to others; and his devotion to his professional brethren 
never lagged. No road was too long nor weather too bad 
to keep him from the assistance of the young man in the 
profession who called for his help and his cheery, optimistic 
and encouraging words will be remembered long and well. 
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DR. D. EDMUND SMITH 


Dr. D. Edmund Smith was born at Winona, Minnesota, 
December 20, 1867, the only son of Charles Henry Smith, 
of Potsdam, New York, and Clarissa Maria Moody (Smith), 
of Canton, New York. There were two sisters, Ruth Smith 
(See) and Mary Moody (Curran). 

His father was a manufacturer, who moved from New 
York to Minnesota, and from Minnesota to Illinois, where 
Dr. Smith obtained his early training. He completed the 
high school in Chicago and then attended Amherst College, 
graduating with a B.A. He took his medical degree in 
1894 at Rush, going to Johns Hopkins for post-graduaie 
work about 10 years later. 

In 1894 he came to Minneapolis as an intern in the ok 
Asbury Hospital and had remained here in active general 
practice until his death, Dec. 15, 1923. In 1896 he mar- 
ried Alice Clark Dyer, who died in 1919. One daughter, 
Esther, survives her parents. 

He served at various times on the medical staff of Gen- 
eral Hospital, St. Barnabas and Asbury; was an active 
member of Westminster Presbyterian Church; belonged to 
the Chi Psi (academic) and Nu Sigma Nu (medical) fra- 
ternities; the Six o’Clock Club, and the Alliance Francaise. 
He was a member of the American Medical Association and 
Hennepin County Medical Society. He taught for a time 
at the University of Minnesota Medical School, about 1898. 

Early in 1918 Dr. Smith entered the service of the Amer- 
ican Red Cross with a commission of captain. In April, 
1918, he was sent to France and stationed at Lourdes in 
the Pyrenees near the Spanish border. Here he found an 
opportunity for unique and extremely humane service. 
Being the only American doctor in the area, he established 
an American Maternity Hospital of sixty beds in which he 
performed a great and worthy service. He also attended 
the refugee men, women and children of the five other hos- 
pitals of Lourdes, which had been taken over with all the 
hotels, by the French Red Cross. At times he was the only 
physician in charge of all these homeless and starved people, 
whose numbers ran to five or six thousand. Insufficient 
help, insufficient food, and lack of medical supplies made 
this service a terrible one. 

Dr. Smith remained at this post until the end of the war 
and gave such unselfish and untiring attention to it as to 
permanently impair his own health. In recognition of his 
devotion to his duty during this period, he received from 
France the Order of the Reconaissance Francaise, and 
from Belgium the Order of the Angel of Rheims. 

The death of his wife and his own depleted physical 
condition after his arduous service overseas resulted in his 
death, from a complication of diseases, December 15, 1923. 
The society is proud to have numbered him in its member- 
ship. 


GEORGE WILLIAM KIRMSE 


Dr. George W. Kirmse was born February 26, 1883, at 
Dubuque, Iowa, the son of Cora Ritter Kirmse and William 
D. Kirmse. 

His early life and education through high school was at 
Dubuque. He obtained his medical education at the Uni- 
versity of Chicago and St. Louis University Medical School, 
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graduating from the latter in 1907. After ten years of 
general practice at Clayton, Mo.; at St. Louis, Mo.; Smith 
Center, Kansas; and Frazee, Minnesota, he took up the 
special line of eye, ear, nose and throat. His practice at 
Frazee, Minnesota, was as a partner of Dr. Edgar R. Barton, 
who became a member of the Hennepin County Society in 
1919. 

Dr. Kirmse prepared himself for special work by post- 
graduate courses of study at St. Louis University, New York 
Eye and Ear Infirmary, and Manhattan Eye, Ear, Nose and 
Throat Hospital. He came to Minneapolis and became 
associated with Dr. George A. Kohler, with whom he prac- 
ticed until his death. 

During the World War he volunteered in the United 
States Navy and was commissioned a lieutenant in the 
Medical Corps. He maintained this connection after the 
war and was a member of the Naval Reserve at the time 
of his death. 

He belonged to the Episcopal Church, the Elks, the Auto- 
mobile Club, the Y. M. C. A., and the Masonic Fraternity. 
His medical affiliations were the Hennepin County Medical 
Society, the Minnesota State and American Medical Asso- 
ciations. 

Dr. Kirmse is survived by his wife, Aldine Jacobsmeyer 
(Kirmse) and their two sons; by his parents and two sis- 
ters—Lillian Kirmse Christy, of Dallas, Texas, and Cora 
Kirmse Preitaner, of Dubuque, Iowa. 

Dr. Kirmse was a great lover of outdoor recreation and 
especially hunting. It was on a hunting expedition that he 
met his untimely death, being drowned in Lake Sylvia, 
near South Haven, Minnesota, November 25, 1923. The 
exact manner of his death is unknown. With a cousin he 
was last seen in a boat on the lake during a storm. Both 
bodies were recovered after much search, several days after 
their empty boat was washed ashore. 


JOHN MICHAEL EGAN 


Dr. John M. Egan was born at Osseo, Minnesota, January 
5, 1883, the son of Mary Jane Ryan Egan and Edward Egan. 

His father was a New York man who moved west to 
become a rancher. Dr. Egan obtained his early education 
at the village school and his high school degree at Anoka. 
He obtained his medical degree in 1907 at the University 
of Minnesota. There followed a year’s internship at the 
Minneapolis City Hospital. 

From 1908 to his death he practiced continuously in 
Minneapolis. In 1912 he formed a partnership with Dr. 
W. J. Byrnes, which relationship was permanent. Dr. Egan 
was a general practitioner on the staff of St. Mary’s Hos- 
pital, and a very active and hard-working man. 

He belonged to the Catholic Church and was a member 
of the Knights of Columbus, the Ancient Order of Hiberni- 
ans, the Benevolent and Protective Order of Elks, the Phi 
Beta Pi Fraternity, the Automobile Club, and the Golden 
Valley Golf Club. He was a member of the Hennepin 
County Medical Society, the Minnesota State Medical Asso- 
ciation and the American Medical Association. 

He is survived by a wife and four children. 

He died suddenly, at his home, from acute dilatation of 
the heart, on November 30, 1923. 


DR. WARREN A. DENNIS 


The Administrative Board of the Medical School of the 
University of Minnesota records with great regret the death 
of Dr. Warren Dennis, Associate Professor of Surgery. 


Dr. Dennis died in the prime of life and in the full 
activity of his calling. Intellectually mature, with an or- 
derly mind developed by constant study and broad experi- 
ence, he had attained to a high place in the profession. 


By those of us who knew him best, he will be remembered 
as much for his personal charm and his sterling worth as 
for his high professional attainments. 


The story of his life is one of unassisted effort. Losing 
both father and mother at an early age, he was cared for 
by relatives, to whom, during all the succeeding years, he 
has made every remembrance. His years of study and 
graduation at the University of Wisconsin were achieved, 
in the main, through his own initiative. The work he did 
there is suggested by the fact that he stood high in Phi Beta 
Kappa. Two or three years of school teaching furnished 
sufficient support to permit him to enter the Medical School 
of the University of Minnesota in the fall of 1893, from 
whence he graduated in 1896. 


With an intense desire for knowledge, trained in study, 
experienced in the expression of his thoughts, relatively 
older in judgment than his fellows, more fully appreciative 
of the curriculum, acknowledging the efforts of his teachers, 
stimulating them, by his earnest endeavor, his interest and 
his helpfulness in the affairs of others he immediately ob- 
tained and held a high position of esteem and respect’ not 
only among his classmates, but among the faculty and in 
the profession, with whom he came in contact in future 
years. 


He interested himself in medical affairs and wherever he 
went he won recognition. He was a past president of the 
Ramsey County Society and of the Minnesota Academy of 
Medicine, a District Councilor of the Minnesota State 
Medical Society and Secretary of the Western Surgical 
Society. 


He held commanding positions during the two recent 
wars; as major surgeon of the 15th Minnesota in the Span- 
ish-American War, and as major surgeon and lieutenant 
colonel of the 88th Base Hospital, with which he served in 
France during the World War. 


Never physically robust, his lack of resistance was well 
known to his friends and associates. His interest in his 
work led him many times to physical exhaustion. It was 
this tendency doubtless that determined the too early end 
of his career. 

His relaxation was largely along lines of study, particu- 
larly in the languages, developing a ready command of 
German, French, Spanish and Italian. To the abilities that 
made him a splendid surgeon were added the judicial 
qualities of mind, which marked him as not only a wise 
adviser but a true counsellor and friend. 

The Medical School offers to his widow and children its 
sympathy and the assurance of its appreciation of the rich 
legacy of love and appreciation he has left to them and to 
his friends. 





DR. JOHN HUNTER ADAIR 


Dr. John Hunter Adair, a practicing physician in Owa- 
tonna since 1884, died at his home Sunday morning, Janu- 
ary 6, at the age of 65 years. 


Dr. Adair was born on the Adair farm homestead in 
Havana, Steele County, July 26, 1858, the son of two of 
the county’s first settlers, Robert and Flora Adair. His 
early education was received in the district school near 
Havana station and at Pillsbury Academy. From 1879 to 
1880 he attended Carleton College, then going to Chicago 
to study medicine at Rush Medical College, from which 
he was graduated in 1883. 


For one year following his graduation, Dr. Adair prac- 
ticed medicine in Winnebago, after which he returned to 
his home city, Owatonna, where he practiced up to the 
time of his death. Dr. Adair had been an active member 
in his county and state medical societies, being president 
of the Minnesota State Medical Association in 1920. He 
was also an active member of the Southern Minnesota Medi- 
cal Association, being a founder of the orginal society. In 
October, 1917, Dr. Adair was elected a fellow of the Ameri- 
can College of Surgeons. In addition to his work as a 
general practitioner, he had been physician of the State 
Public School at Owatonna for 34 consecutive years. 


Dr. Adair was active in civic affairs, being a prominent 
member of the Owatonna Rotary club. He was also a 
member of the Presbyterian church, the Knights of Pythias 
lodge, and the Ancient Order of United Workmen. 


Dr. Adair’s decline in health dated from the time of his 
wife’s death in January, 1917. His great efforts in opposing 
the influenza epidemic in 1918-1919 were also contributory 
factors. His final illness, however, was of only a week’s 
duration, resulting in a sudden demise, which was a shock 


to the community in which he lived as well as to all those 
who knew him. 


He is survived by two daughters, Mrs. F. R. Kerman, of 
Berkeley, California, and Miss Catherine Adair, of Owa- 
tonna, and a sister, Miss Esther Adair, of Owatonna. 





WILLIAM WHITFORD 


William Whitford passed away December 10, 1923, twelve 
hours after his return from reporting the thirty-third annual 
meeting of the Western Surgical Association at Colorado 
Springs. At the time of his death he was the official stenog- 
rapher for thirty medical societies throughout the United 
States. He had been the Official Stenographer of the 
American Medical Association and the Southern Surgical 
Association for thirty-four consecutive years. 

He was born in Cornwall, England, in 1858. He was an 
honorary member of the Southern Surgical Association and 
Tennessee State Medical Association, a member of the 
Standardization Committee of the National Shorthand Re- 
porters Association and at one time served as its President. 

Mr. Whitford is well known to the medical profession of 


Minnesota, having been the official stenographer of the State 
Medical Association for several years. 





REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 





AMERICAN CONGRESS ON INTERNAL MEDICINE 

The Eighth Annual Clinical Session of The American 
Congress on Internal Medicine will be held in the amphi- 
theatres, wards and laboratories of the various instituticns 
concerned with medical teachings, at St. Louis, Mo., ! 
ginning Monday, February 18, 1924. 

Practitioners and laboratory workers interested in the 
progress of scientific, clinical and research medicine are 


invited to take advantage of the opportunities afforded by 
this session. 


1s 


Address inquiries to the secretary-general, Dr. Frank 
Smithies, 1002 N. Dearborn St., Chicago, III. 





CLAY-BECKER COUNTY MEDICAL SOCIETY 

Dr. G. G. Haight, of Audubon, was elected president of 
the Clay-Becker Medical Society at the annual meeting of 
the society held in Moorhead December 27, 1923. 

Dr. Martin Gergheim, of Hawley, was elected vice presi- 
dent; Dr. J. H. Heimark, of Moorhead, secretary and trea- 
surer; Dr. W. H. Aborn, of Hawley, delegate to the Minne- 
sota State Medical Association. The next meeting of the 
society will be held in March. 

A dinner at the hotel was served preceding the meeting at 
which addresses were given by Dr. B. K. Kilbourne, of 
Fargo, who spoke on “Vital Statistics and Contagious Dis- 
eases,” and Dr. L. J. Evans, connected with the Fargo 
Child Health Demonstration. A general discussion fol- 
lowed the meeting. 


CENTRAL MINNESOTA MEDICAL ASSOCIATION 


Dr. W. Robertson, of Litchfield, was elected president of 
the Central Minnesota Medical Association at the annual 
meeting held in Willmar December 27, 1923. Other officers 
elected for the coming year were: Vice president, Dr. 
L. W. Anderson, Atwater; secretary-treasurer, Dr. C. L. 
Scofield, Benson. 

“Tonsillectomy Under Local Anesthetic,” was the subject 
of a paper read by Dr. Will Robertson, Litchfield. Dr. 
E. H. Frost, Willmar, presented a paper on “Criticisms of 
the Medical Profession,” which was followed by a talk on 
“Minnesota’s Standing in Disease Prevention,” given by 
Dr. C. L. Scofield, Benson. The president’s address was 
delivered by Dr. John C. Jacobs, of Willmar. 





FREEBORN COUNTY MEDICAL SOCIETY 


Officers of the Freeborn County Medical Society for the 
coming year were elected at the annual meeting held in 
Albert Lea, December 17, 1923, as follows: President, 
Dr. J. P. von Berg, Albert Lea; vice president, Dr. W. L. 
Palmer, Albert Lea; treasurer, Dr. J. R. Nannestad, Albert 
Lea; secretary, Dr. F. G. Folken, Albert Lea. The follow- 
ing were elected to the Board of Censors: Dr. H. D. 
Burns, Albert Lea; Dr. J. R. Freeman, Glenville; Dr. C. R. 
Buttruff, Freeborn; and Dr. F. W. Calhoun, Albert Lea. 
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REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


MAYO CLINIC LECTURES 


Visiting physicians are invited to the Mayo Foundation 
lectures which are held Monday, Thursday and Friday eve- 
nings of each week during the winter and also to the staff 
meetings each Wednesday evening. 

The program of lectures for February and March is as 
follows: 

Feb. 1—Cancer and Allied Subjects—Dr. A. C. Broders. 
Feb. 4—Uterine Prolapse—Dr. J. C. Masson. 
Feb. 7—Radium in the Treatment of Gynecological Cases 
—Dr. L. J. Stacy. 
8—Dysmenorrhea—Dr. L. J. Stacy. 
11—The Therapeutic Application of the Rays of Ra- 
dium—Dr. H. H. Bowing. 
14—Diseases of the Esophagus—Dr. P. P. Vinson. 
15—Endoscopic Removal of Foreign Bodies from the 
Food and Air Passages—Dr. P. P. Vinson. 
18—Significant Signs and Physiological Considerations 
in the Diagnosis of Empyema—Dr. W. S. Lemon. 
21—End Results of Non-Tuberculous Inflammatory 
Disease in the Lung—Dr. W. S. Lemon. 
22—Differential Diagnosis of Mediastinal Tumors— 
Dr. F. W. Gaarde. 
25—A Review of the Present Status of the Treatment 
of Asthma—Dr. F. W. Gaarde. 
Feb. 28—The Treatment of Empyema—Dr. C. A. Hedblom. 
. 29—The Treatment of Pulmonary Suppuration with 
Special Reference to Bronchiectasis—Dr. C. A. 
Hedblom. 
3—The Treatment of Tumors Involving the Bony 
Chest Wall—Dr. C. A. Hedblom. 
6—Nephritis—Dr. N. M. Keith. 
7—Nephritis—Dr. N. M. Keith. 
. 10—Diabetes—Dr. R. M. Wilder. 
. 13—Diabetes—Dr. R. M. Wilder. 
. 14—Vascular Diseases—Dr. G. E. Brown. 
. 17—Diseases of the Joints—Dr. G. E. Brown. 
. 20—Diseases of the Adrenals—Dr. L. G. Rowntree. 
. 21—Diseases of the Pituitary—Dr. L. G. Rowntree. 
. 24—Diseases of the Rectum and Anus—Dr. L. A. Buie. 
. 27—Diseases of the Rectum and Anus—Dr. L. A. Buie. 
. 28—Chronic Conditions of the Colon—Dr. A. H. Lo- 
gan. 
. 31—Diseases Due to Intestinal Parasites—Dr. L. W. 
Pollock. 


Feb. 
Feb. 


Feb. 
Feb. 


Feb. 
Feb. 
Feb. 


Feb. 


WINONA COUNTY MEDICAL SOCIETY 


The annual meeting of the Winona County Medical So- 
ciety was held at the Winona General Hospital, January 8, 
1924. Officers elected for the ensuing year included the 
following: President, Dr. Samuel Schaefer, Winona; vice 
president, Dr. W. W. Nauth, Winona; treasurer, Dr. F. T. 
Benoit, Winona; secretary, Dr. C. P. Robbins, Winona. 
Dr. W. F. C. Heise was elected to act as delegate to the 
next annual meeting of the State Medical Association with 
Dr. Irving W. Steiner as alternate. 

The paper of the evening was given by Dr. S. W. Adler, 
who spoke on “Handling Contagious Diseases of Child- 
hood.” The next meeting of the society will be held in 
April. 


THE MINNEAPOLIS SURGICAL SOCIETY 


The regular monthly meeting of the Minneapolis Surgical 
Society will be held Thursday, February 7, 1924, at the 
University Hospital from 9 to 12 A. M. Operative clinics 
will be held by Dr. A. C. Strachauer, Dr. A. A. Law, Dr. 

Johnson and Dr. Cameron, to be fol- 
lowed by a pathological conference with Dr. E. T. Bell and 
staff. 


A dinner will be served at the University Hospital at 
6:30 P. M. followed by the presentation of cases, and a 
paper by Dr. R. E. Farr on “Local Anesthesia of the 
Abdominal Sympathetic System.” 


NICOLLET-LE SUEUR COUNTY MEDICAL SOCIETY 


The annual meeting of the Nicollet-Le Sueur County 
Medical Society was held at Le Sueur, December 13, 1923. 
Dr. F. W. Behmler, of Lafayette, was re-elected president 
of the society, and Dr. J. E. Le Clerc, of Le Sueur, was re- 
elected secretary. 


The subject of the president’s address was “The County 
Society.” Other papers read included “The Blood in Health 
and Disease,” by Dr. W. W. Covell, of St. Peter, and 
“Cancer,” by Dr. F. A. Dodge, Le Sueur. 


SCOTT-CARVER COUNTY MEDICAL SOCIETY 


At the annual meeting of the Scott-Carver County Medi- 
cal Society held at Jordan, December 6, 1923, the following 
officers were elected for the coming year: President, Dr. 
F. J. von Bohland, Belle Plaine; vice president, Dr. F. H. 
Buck, Shakopee; secretary-treasurer, Dr. H. W. Reiter, 
Shakopee. Dr. H. W. Reiter and Dr. John Landenberger, 
New Prague, were elected as delegate and alternate to the 
next annual meeting of the State Association. 


STEELE COUNTY MEDICAL SOCIETY 


Dr. Jerome F. Smersh, of Owatonna, was re-elected presi- 
dent of the Steele County Medical Society at the annual 
meeting held in Owatonna, December 11, 1923. Other 


officers elected were: Vice president, Dr. B. Melby, Bloom- 
ing Prairie; secretary, Dr. A. B. Hart, Owatonna; treasurer, 
Dr. F. M. Smersh, Owatonna. 


The annual dinner at the Hotel Owatonna opened the 
session followed by the election of officers. Dr. Charles S. 
McVicar, of Rochester, then delivered an address on “The 
Diagnosis of Dyspepsia,” which was followed by a general 
discussion. 


WATONWAN COUNTY MEDICAL SOCIETY 


Dr. F. L. Bregel, of St. James, was elected president of 
the Watonwan County Medical Society at the annual meet- 
ing held in Madelia in December. Other officers elected 
are: Vice president, Dr. O. E. Hagen, Butterfield; secre- 
tary-treasurer, Dr. H. B. Grimes, Madelia. Dr. O. H. Tern- 
strom, of St. James, was elected to act as delegate to the 
annual meeting of the State Medical Association in October. 
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OF GENERAL INTEREST 





Dr. and Mrs. Geo. E. Putney, of Paynesville, are spending 
the winter in Kansas City. 


Dr. and Mrs. G. J. Ferreira, of Aurora, are the parents 
of a son, born December 24, 1923. 


A son, Henry Walter, was born to Dr. and Mrs. J. deJ. 
Pemberton, Rochester, January 6. 


A daughter was born to Dr. and Mrs. Harold T. Nesbit, of 
Rochester, Saturday, December 29. 


Dr. B. V. Bates, formerly associated with Dr. C. F. Ewing, 
at Wheaton, is now located at Browns Valley. 


Dr. William Crandall has disposed of his practice at 
Browns Valley and is now located at Graceville. 


Charles Wesley, Jr., is the name of the son born to Dr. 
and Mrs. C. W. Barrier, Rochester, December 10, 1923. 


Dr. A. J. Gibson, following a trip to Europe, Egypt, and 
South Africa, has returned to Duluth for the practice of 
medicine. 


Dr. W. O. Ott, formerly assistant to Dr. A. W. Adson, 
Rochester, is now associated with the Harris Sanitarium, of 
Fort Worth, Texas. 


Dr. L. M. Randall, formerly of Iowa City, Iowa, is now 
associated in the practice of medicine with Dr. R. D. 
Mussey, Rochester. 


Dr. and Mrs. H. R. Hartman, of Rochester, have gone 
south for several months of travel through the Central 
American countries. 


Dr. John Lyons, formerly of the Mayo Clinic, Rochester, 
is now located in Washington, D. C., where he will continue 
the practice of medicine. 


Dr. O. J. Hagen, who recently completed a four months’ 
course of study in eastern clinics and hospitals, has re- 
turned to his practice at Moorhead. 


Dr. Harold N. Nagel, who recently completed his intern- 
ship at the Minneapolis General Hospital, is now located at 
Waconia for the practice of his profession. 


Dr. H. O. Altnow, of Mandan, N. D., is now in Cambridge, 
Mass., where he will enter the Harvard Medical College for 
a post-graduate course in children’s diseases. 


Dr. Chester Oppegaard, who recently completed his medi- 
cal course at the University of Minnesota, is to be asso- 
ciated with his brother, Dr. M. O. Oppegaard, at Crookston. 


Dr. K. V. Overend has resumed the practice of medicine 
at Hallock following a year’s study in Germany and Austria, 
where he took advanced work in diseases of the ear, nose 


and throat. 


Announcement has been received of the marriage of Dr. 
James B. Vail, of New York Mills, to Miss Verly Wheadon, 
of Balaton, which took place at the home of the bride’s 
parents, January 1. 


Dr. and Mrs. G. L. Jacquot, of Tyler, are spending the 
winter on the west coast, where Dr. Jacquot is pursuing a 
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special course of study in the medical department of Berke 
ley Institute near Los Angeles, Cal. 


Dr. Bernard H. Simons, of Chaska, and Miss Adelaide 
Collins, of Minneapolis, were united in marriage in Min- 
neapolis, December 27, 1923. Following a wedding trip in 
the East, Dr. and Mrs. Simons are now at home in Chaska. 


Dr. W. W. Holley, formerly of Warren, is now located 
Los Angeles, California. Dr. Holley will be succeeded a. 
member of the Warren Hospital staff by Dr. M. George 
Milan, formerly superintendent of the Oakland Park Sana- 
torium, Thief River Falls. 


Dr. George D. Rice, of St. Cloud, a former major in the 
American army medical corps in France, was named medi- 
cal officer in charge of the tenth district veterans’ hospital 
being erected in St. Cloud, according to a telegram re- 
ceived by Dr. Rice from Washington, January 8. 


Dr. A. G. Beyer, who after completing a post-graduaic 
course in diseases of the eye, ear, nose and throat in Vienna. 
resumed his former practice at Red Wing, has accepted a 
position as member of the Dr. Wm. Mithoefer eye, ear, nose 
and throat clinic of Cincinnati, Ohio, where he is now 
located. 


Dr. C. E. Anderson, who recently completed a year's 
work at the Swedish Hospital, Minneapolis, has taken over 
the practice of Dr. E. A. D. Jones, at Garretson, S. D. Dr. 
Jones plans to take a post-graduate course extending over 
a period of eighteen months in the eastern hospitals and 
colleges. 


Dr. Bruce W. Jarvis, and family, of Minneapolis, sailed 
December 11, on the S. S. Korea Maru from San Francisco 
for Hong Kong, en route to China to become a member of 
the medical missionary staff of the North China Conference 
of the Methodist Episcopal church. He will be stationed 
at Taianfu in the Province of Shantung. Within a radius 
of fifty miles the territory around Taianfu has no mission- 
ary hospital or dispensary, and only one Chinese physician 
of western training. It is estimated that the medical center 
which Dr. Jarvis is to establish must serve a population of 
4.500,000. 


During the past year seven State Boards of Medical 
Examiners have perfected arrangements for the acceptance 
of the certificate of the National Board, in lieu of their own 
examination of candidates for licensure. The states are as 
follows: Illinois, Maine, Massachusetts, New York, South 
Carolina, Tennessee and Texas. The states accepting the 
National Board’s certificate now total twenty eight and are 
as follows: Alabama, Arizona, Colorado, Connecticut, Dela- 
ware, Georgia, Idaho, Illinois, lowa, Kentucky, Maine, Mary- 
land, Massachusetts, Minnesota, Nebraska, New Hampshire, 
New Jersey, New York, North Carolina, North Dakota, 
Pennsylvania, Rhode Island, South Carolina, Tennessee, 
Texas, Vermont, Virginia and Washington. 


A Convalescent Home for Women, located at 577 Oakland 
Avenue, St. Paul, Minn., has been opened by the Junior 
League of St. Paul to take care of patients recovering from 
any illness other than mental, contagious or infectious dis- 
eases. The home will accommodate fourteen women and 
is open to patients recommended by a doctor, who will 
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NEW AND NON-OFFICIAL REMEDIES 


»main in attendance or be called when necessary. The 
ome, when filled to capacity, will be only half self-support- 
ing, the deficit of several thousand dollars each year to be 
guranteed by the Junior League of St. Paul. The Junior 
Leigue of St. Paul, Inc., is a branch of the National or- 
ga tization of Junior Leagues of America, Inc., formed to 
«vide volunteers and financial support for social, eco- 

nic, and philanthropic work. On the advisory board 
of the Convalescent Home are: Mrs. Joseph Stronge, Mrs. 
Wn. Mitchell, Mr. Charles Bunn, Dr. Jeannette McLaren, 
D. John L. Rothrock, Dr. John Rogers, Dr. Robert Earl, 
D.. John Abbott, Dr. C. N. McCloud, Dr. Wm. C. Carroll 
ard Dr. E. G. Sterner 


Announcement has been received of the annual award of 
the Sofie A. Nordhoff-Jung Cancer Research prize, which 
was awarded for the first time in December, 1923, the 
recipient being Dr. Johannes Fibiger, professor ordinarius 
in pathological anatomy at the University of Copenhagen. 
Dr. Fibiger won the prize for his demonstration, following 
repeated experimentation, that parasites play an important 
role in the formation of certain types of tumors in the 
proventriculi of rats. Where others had failed after years 
of persistent researches, Dr. Fibiger first met with success 
in artificially inducing malignant tumors through external 
irritations and so threw wide new avenues to future findings. 
Fibiger and his associates have contributed generously to 
the literature of cancer production through the feeding to 
rats of oats and the application of tar to their issues. The 
award was made as a recognition of the most conspicuous 
work in the world literature bearing’ on cancer research, the 
commission on the award being composed of Professors 
Borst, Doederlein, v. Romberg and Sauerbach, all of the 
University of Munich. 


NEW AND NON-OFFICIAL 
REMEDIES 





The following articles have been accepted by the Council 
on Pharmacy and Chemistry: 
Cutter LABORATORY: 
Anti-Anthrax Serum for Human Use-Cutter. 
Diphtheria Toxin-Antitoxin Mixture-Cutter. 
Diphtheria Toxin for the Schick Test-Cutter. 
Rabies Vaccine-Pasteur (Cutter). 
Tetanus Antitoxin for Human Use (Concentrated) - 
Cutter. 
E. R. Seurss & Sons: 
Diphtheria Toxin-Antitoxin, 0.1 L+. 
Winturop CHemicaL Company: 
Elixir of Veronal. 


NEW AND NON-OFFICIAL REMEDIES 


National Radium Emanator.—A portable appliance for 
activating water with emanation; the emanation is emitted 
from a solution of radium chloride, barium chloride and 
sodium chloride. The appliance is claimed to produce 40 
microcuries (150,000 Mache units) of radium emanation to 
1,000 c.c. of water daily. The actions, uses and dosage of 
radium are discussed in New and Non-official Remedies, 
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1923, p. 255. National Radium Products Co., New York. 
(Jour. A. M. A., December 8, 1923, p 1953.) 


lodostarine-Roche—Diiodotariric Acid—An iodine addi- 
tion product of tariric acid, derived from the fruit of a 
species of Picramnia. Iodostarine-Roche contains 47.5 per 
cent of iodine. It acts in the tissues similarly to inorganic 
iodides. It is not broken up in the stomach, but a portion 
of the iodine is split off when it enters the intestine. The 
undecomposed portion is readily absorbed and, as in the 
case of other fats, is largely deposited in the tissues where 
it is slowly split up. The action of iodostarine-Roche is 
exerted more slowly than that of the inorganic iodides. 
Iodostarine-Roche is supplied in the form of tablets iodo- 
starine-Roche 0.25 gm., and as chocolate tablets iodostar- 
ine-Roche containing iodostarine-Roche equivalent to iodine 
0.01 gm. Hoffmann-LaRoche Chemical Works, New York. 
(Jour. A. M. A., December 15, 1923, p. 2032.) 


Tetanus Antitoxin for Human Use-Cutter—Tetanus an-, 
titoxin, concentrated (see New and Non-official Remedies, 
1923, p. 284), marketed in syringes containing 1,500 and 
5,000 units each. Cutter Laboratory, Berkeley, Calif. 


Diphtheria Toxin-Antitoxin Mixture-Cutter. — Diphtheria 
toxin antitoxin mixture (see New and Non-official Remedies, 
1923, p. 284), each c.c. representing 3 L+ doses of diph- 
theria toxin neutralized with sufficient antitoxin to conform 
to the toxicity requirements of the U. S. Public Health Ser- 
vice. It is marketed in vials containing, respectively, 1 c.c. 
and 50 c.c., and in syringes containing one immunizing 
treatment. Cutter Laboratory, Berkeley, Calif. 


Anti-Anthrax Serum for Human Use-Cutter—aAn anti- 
anthrax serum (see New and Non-official Remedies, 1923, p. 
287), marketed in double-ended vials containing 50 c.c. for 
intravenous injection. Cutter Laboratory, Berkeley, Calif. 


Rabies Vaccine-Pasteur (Cutter)-—An anti-rabic vaccine 
(see New and Non-official Remedies, 1923, p. 294), prepared 
according to the method of the Hygienic Laboratory of the 
U. S. Public Health Service. The emulsion from the cord 
is shipped daily and is diluted at the time of injection. The 
treatment consists of 21 daily injections. Cutter Labora- 
tory, Berkeley, Calif. 


Diphtheria Toxin for the Schick Test-Cutter—A diph- 
theria immunity test (see New and Non-official Remedies, 
1923, p. 323), marketed in packages of two vials, one con- 
taining diphtheria toxin and the other physiologic solution 
of sodium chloride for dilution. Cutter Laboratory, Berke- 
ley, Calif. 


Capsules ‘Carbon Tetrachloride (Human Use)-P. D. & 
Co.—A brand of carbon tetrachloride-N. N. R. It is market- 
ed in capsules containing 20 minims. Parke, Davis & Co., 
Detroit. 


Elixir of Veronal—Each fluid drachm contains veronal 
(see New and Non-official Remedies, 1923, p. 63), 2 grains 
in a menstruum containing alcohol 33.5 per cent. Winthrop 
Chemical Co., New York. 


Diphtheria Toxin-Antitoxin Mixture (New Formula)- 
Squibb.—Diphtheria toxin-antitoxin mixture (see New and 
Non-official Remedies, 1923, p. 284), containing in each 
cubic centimeter 0.1 L+ dose of diphtheria toxin neutral- 
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ized with the required amount of diphtheria antitoxin. 
Marketed in packages of three vials, each containing 1 c.c.; 
and in vials containing, respectively, 10 c.c. and 20 c.c. of 
the mixture. E. R. Squibb and Sons, New York. (Jour. 
A. M. A., December 22, 1923, p. 2115.) 


PROPAGANDA FOR REFORM 


Liquid Petrolatum as a Laxative—Liquid petrolatum is 
indigestible. It is not absorbed, and, therefore, cannot pro- 
duce poisoning. In ordinary quantities the administration 
of liquid petrolatum does not seriously impair the alimen- 
tary efficiency. Like all laxatives used in very large quan- 
tities, liquid petrolatum may diminish the degree of util- 
ization of food by promoting evacuation before the func- 
tions of digestion and absorption can be entirely completed. 
Liquid petrolatum may produce gastric distress and, there- 
fore, should be taken in a way to interfere least with gas- 
tric digestion by administration before bedtime or an hour 
before meals. In reporting on a proprietary brand of 
liquid petrolatum widely exploited to the public, the Coun- 
cil on Pharmacy and Chemistry warned that constipation 
should be treated by dietary and hygienic means, as evacu- 
ants are but temporary measures. It further cautioned that 
liquid petrolatum is medicinal: it modifies greatly the 
intestinal flora; it acts as a lubricant and emollient; it 
modifies the absorptive powers of the intestinal mucous 
membrane; it is capable of influencing the digestion of 
fats; and, in short, liquid petrolatum is a drug, the indis- 
criminate and excessive use of which should not be encour- 
aged. (Jour. A. M., December 1, 1923, p. 1896.) 


Spahlinger Treatment for Tuberculosis—Spahlinger is a 
resident of Geneva who received medical training but took 
his degree in law. Later he abandoned law for research 
work. The Spahlinger treatment makes use of vaccine and 
serum therapy. The theory from which the treatment is 
evolved is that the tubercle bacillus emits different toxins 
under varying conditions of temperature, environment, etc. 
Many’ of these are claimed to be isolated as either exo- 
toxins or endotoxins. The vaccines—of which there are 
said to be about twenty—are used for prophylaxis for treat- 
ment of the milder cases of tuberculosis and for the pro- 
duction of the various serums used in the treatment of the 
more severe cases. It has been reported that the British 
ministry of health is prepared to encourage the experi- 
mental trial of the Spahlinger preparations under scientific 
supervision. The British Red Cross has appropriated money 
to enable Spahlinger to work on a larger scale in the pro- 
duction of his preparations. The reports in regard to the 
efficacy of the preparations which have appeared in British 
medical journals are conflicting, and the Red Cross organ- 
ization has made it clear that the products are in the experi- 
mental stage. (Jour. A. M. A., December 1, 1923, p. 1896.) 


The Galvano Method for Goiter—In the cheap and not 
too particular rural weeklies, advertisements have appeared 
for the “Galvano Necklace,” said to be “the latest discov- 
ery for the relief or cure of goiter by mild electrical treat- 
ment.” The device is advertised by the Cosmas Pharmacal 
Co., Watertown, Wis. The advertising for this device 
stresses the fact that the U. S. Patent Office has granted a 
patent on it. The public does not know, of course, that ~ 
the U. S. Patent Office has granted patents on many pieces 


NEW AND NON-OFFICIAL REMEDIES 





of medical pseudoscience. According to the patent sj. j- 
fications, the Galvano Necklace consists of beads mad: of 
glass, or other insulating material, between which are ple 
alternately, small zinc and copper disks. Through 
disks and beads run a metallic wire. The alleged pur; 
of the invention is that of “generating galvanic current 
contact with the skin in the presence of mercurous j. id 
and calcium chlorid.” In use, an ointment containing 
curous iodid and calcium chlorid is applied to the ski: of 
the neck, and the necklace is hung so that the zinc 
copper disks will come in contact with the anointed < », 
That this device has decided value in the treatmeni f 
goiter is unthinkable. Young women with ‘physiol ic 
enlargement of the thyroid will, doubtless, continue to ; 
chase the device and as the enlargement disappears, a 
normally does, will furnish testimonials for the promotio: 
the device. (Jour. A. M. A., December 8, 1923, p. 197 


- mano 


Santoperonin.—According to Professor Heubner, the |: :- 
tory of Santoperonin, claimed to be an ascaridice, does } 
arouse confidence. The proprietary was placed on the G.+- 
man market before satisfying the requirements that show! 
govern the introduction of new medicaments. Its comp:- 
sition has varied; the exploiter has maintained an air of 
secrecy concerning the identity. Examination indicated 
that it was a mixture of copper oxid with organic materia! 
which consists essentially of aromatic compounds. There 
seems to be little clinical evidence to warrant its use. 
(Jour. A. M. A., December 15, 1923, p. 2055.) 


“A” Formula or “The” Formula?—When the proprietary 
evil in the United States was at its worst, a common piece 
of advertising deceit was that of the fake formula. On its 
face, such a “formula” was impressive—at least to those 
who were not chemists. After the American Medical Asso- 
ciation created its own chemical laboratory, the Association 
chemists demonstrated repeatedly the absurdity of the 
seriocomic chemistry of some of the pharmaceutical manu- 
facturers. It was not long before the crude chemistry and 
cruder dishonesty of pharmaceutical concerns began to dis- 
appear. Yet today there are still a few firms which en- 
deavor to lend plausibility to their wares by resurrecting 
old methods. The report of the Council on Pharmacy and 
Chemistry on Gly-So-Iodonate brings out that a formula, 
both qualitative and quantitative, appears on the label of 
the preparation. The formula is absurd and impossible, and 
the A. M. A. Chemical Laboratory found that some of the 
ingredients were not present in the amount claimed. (Jour. 
A. M. A., December 22, 1923, p. 2118.) 


Does Heat Injure Vaccines?—It is generally believed that 
vaccines lose in potency on standing at room temperature. 
But, so far as known, the sterilization of vaccines by heat 
does not injure the antigenic potency any more than other 
methods of sterilization, e. g., chemicals, The astounding 
deduction of a manufacturer of vaccines that heat steriliza- 
tion, at a definite temperature for a given time, must be 
highly injurious, because vaccines lose in potency on 
standing for weeks and months at variable room tempera- 
ture, is simply a pseudoscientific statement intended pre- 
sumably to bolster up the merits of the advertised wares 
in the eyes of the more or less thoughtless purchasers. 
(Jour. A. M. A., December 22, 1923, p. 2135.) 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


MEETING oF DECEMBER 12, 1923 


Jue regular monthly meeting of the Minnesota Academy 
fedicine was held at the Town and Country Club on 

. nesday evening, December 12th, 1923, at 8 p. m. The 
ident, Dr. A. S. Hamilton, called the meeting to order. 
-e were 30 members and one visitor present. 


r. J. T. Christison read the following memorial of the 
of Dr. Warren A. Dennis, a former president of the 
demy: 


Dr. Warren Arthur Dennis was born in Walworth 

ounty, Wisconsin, December 5th, 1869. His death 
.ceurred in St. Paul, November 8th, 1923, after a pro- 
racted illness, from pneumonia. He is survived by his 
wife and six children. 

He was a graduate of the University of Wisconsin in 
i891, receiving the degree of B.L., later entered the 
medical school of the University of Minnesota, gradu- 
ating in the class of 1896. After serving an internship 
of one year in the City and County Hospital in St. 
Paul, he became associated with the late Dr. C. A. 
Wheaton, one of the most highly respected surgeons of 
his day. 

His professional life was devoted almost exclusively 
to the practice of surgery, in which branch of the pro- 
fession he was regarded as a master. While excelling 
in his own specialty he always showed a keen interest 
in all branches of medical science. It was this out- 
standing quality that endeared him to his medical 
friends and associates, and helped in cementing friend- 
ships which were so enduring. His frank, sympathetic 
nature won him the everlasting esteem and reverence 
of his patients, to whom he was untiring in his efforts 
to serve. 


Dr. Dennis enjoyed an enviable war record, having 

served in the Spanish-Amer®can war as a major. Dur- 
ing the late war he attained the rank of Lieutenant- 
Colonel, serving with the 88th Overseas Division where 
he did notable work in brain surgery. 
’ While leading a very busy life, Dr. Dennis was of a 
studious nature and was well versed in the latest prob- 
lems of surgery. He was active in the many medical 
and surgical societies to which he belonged, and was 
prominent as an officer in most of them. An active 
attendant and frequent contributor to all of these or- 
ganizations. 

Our friend and confrere has departed, but we shall 
ever cherish the noble attributes of one so dearly loved 
and respected by a sorrowing family, a bereaved pro- 
fession and a saddened public. 

Signed: J. T. CHristison 
C. N. McCioup 
Frank E. Burcu. 


The following candidates were elected to membership in 
the Academy: Dr. Wm. R. Murray (Minneapolis) and Dr. 
Carl B. Drake (St. Paul) were elected as active members, 
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and Dr. W. A. Coventry of Duluth, and Dr. M. S. Hender- 
son of Rochester, were elected associate members. 


There were no papers given at this meeting, but the fol- 
lowing members reported cases: 


1. Dr. Wm. Lercue (St. Paul) showed lantern slides of 
several cases of suppuration in the posterior mediastinum 
that he had operated upon, and also cases of esophageal 
and tracheal fistula following mediastinal suppuration. 

In connection with these cases, Dr. R. E. Scammon dis- 
cussed the anatomy of the neck and mediastinum, and its 
embryological development. 


2. Dr. Henry L. Uzrich (Minneapolis) reported a case 
of bilateral hydronephrosis and hydroureter of unknown 
origin. Gross specimen shown. 

C. R., white, male, chauffeur, age 18. Was first admitted 
to the hospital on Oct. 14, discharged on Oct. 19th, read- 
mitted on the 21st, and died on the 28th. 


The family history was thought to be of some importance 
in that one of his brothers has talipes equinus and one sis- 
ter has achondroplasia. The rest of the family was said to 
be normal. The patient had a number of the childhood 
diseases; was ill for 3 months at the age of 12 with typhoid 
fever and a so-called “blood poisoning” at the age of 13, 
at which time he was ill for 6 months. Although the patient 
stated that prior to the onset of the present illness he had 
been well, subsequent investigations showed that he had not 
been able to do his work in the usual manner for possibly 
1 to 2 months previously. On Oct. Ist he was awakened 
from his sleep with diffuse cramps throughout the abdomen. 
This distress interfered with his sleep and continued, though 
less severe, up to the time of admission. On Oct. 2nd, he 
became nauseated and vomited, and this persisted during 
a period of 2 weeks. All his symptoms were less severe 
when in bed. A yellowish discoloration of the skin was 
noted at the beginning of the illness. In the interval be- 
tween his discharge and second admission, it was said that 
he had been unconscious for a few minutes at one time. 
He was more thirsty than usual and had passed what he 
thought to be a greater quantity of urine than normal. 
Cramps in the legs occurring at night during the past 4 
years was another symptom complained of. 

On physical examination, the patient was found to be 
fairly well-developed and some under-nourished. Appeared 
much older than the age given. Mentality seemed below 
par. The skin and mucous membranes were pale. There 
was no cyanosis and there was thought to be some jaundice 
of the sclerae. There was no edema. The submaxillary 
and anterior cervical glands were palpable. The peripheral 
arteries were soft. The pulse was regular and of good 
quality. Blood pressure was 118/90. During observation, 
the highest systolic blood pressure was 126 and the highest 
diastolic was 90. The hand was large and angular in ap- 
pearance. The hair was sparse; the pupils were equal, 
regular and reacted normally to light and accommodation. 
No nystagmus. Pyorrhea alveolaris present. There was a 
diffuse bilateral enlargement of the thyroid. The thorax 
was symmetrical. Harrison’s grooves present; a slight im- 
pairment of tactile fremitus and diminished vesicular breath- 
ing noted over the left lower lobe posteriorly. No other 
physical findings made out in the examination of the lungs. 
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There was no bulging of the precordium and no visible 
cardiac impulse. A definite thrill or rub was noted on pal- 
pation over the precordium. The percussion dullness of the 
heart measured 2.5 cm. and 9 cm. to the right and left of 
the midline respectively. On auscultation, a harsh to-and- 


fro friction sound corresponding to the palpable thrill men- 


tioned was heard during all phases of respiration. 

There was no evidence of valvular disease. The vascular 
signs associated with adherent pericardium as well as the 
retractive phenomena were not observed. There were no 
abdominal masses. Abdominal muscles were tense at all 
times. The bladder was not found to be enlarged. 


On admission, it was thought that an intention tremor, 
an ankle clonus, speech disturbance and Babinski (left) 
were present. None of these signs except his slow speech 
was apparent or found while on the ward. He was gen- 
erally hyper-aesthetic and the tendon reflexes were hyper- 
active. Fundus examination was normal. 

A number of urinalyses showed specific gravity 1010- 
1012; reaction, usually acid; albumen, heavy traces, 1 plus, 
—3 plus. Many pus cells and an occasional red cell. No 
casts were seen on any examination. There was no bile 
in the urine. On the days that the intake and output of 
fluid was measured, it was found that he was taking in 
about 700 c.c. and excreting about 400 c.c. of urine. No 
incontinence of urine. The phenolsulphonephthalein tests 
on several occasions showed no return of the dye.. 

The blood examination shows—hemoglobin 42 per cent, 
R.B.C. 2,440,000; W.B.C. 8,900; differential count and mor- 
phology normal. Later the hemoglobin was 37 per cent, 
2,060,000 erythrocytes and 9,300 leucocytes. The Wasser- 
mann reaction was negative. The blood creatinin was 8.3 
mgs. per 100 c.c. The urea nitrogen 221 mgs.; the blood 
sugar 17 per cent. Later the creatinin was 8.8 mgs., the 
urea nitrogen 244 mgs., uric acid 9.6 mgs. Alkalin re- 
serve 20. 

The x-ray of the heart was taken at a distance of 6 feet 
and reported as cardiac hypertrophy and dilatation. The 
outline suggested a’ hypertension type. The sella turcica 
was reported as very small and plates of the kidneys were 
reported as normal in size, shape and position. The tem- 
perature varied between 96 and 99. The pulse usually 
about 90 and the respiration not more than 24. 

The patient’s breathing became labored. At times an 
uremic odor was noted on the breath. He became more 
and more drowsy, delirious, and finally comatose. He had 
frequent nose bleeds and vomited. Apparently his hearing 
was impaired. Toward the last a cardiac irregularity was 
noted, with increased rate up to 128. A cystoscopic exami- 
nation was requested but not made. 

The patient died October 28th. The clinical diagnosis 
was: 

1. Acute fibrinous pericarditis 
2. Renal insufficiency. 

The post-mortem revealed a double hydronephrosis, 
double hydroureters. The ureters were enormously en- 
larged and there was very little kidney tissue left, only 
one pole of the right kidney. The bladder was slightly 
dilated. It looked like a paralytic bladder. There was 
absolutely no obstruction anywhere in the urethra to ac- 
count for this dilatation. 


PROCEEDINGS OF THE MINNESOTA ACADEMY OF MEDICINE 


Comment: This boy was evidently suffering from 
genital hydronephrosis, and the remarkable thing abou: 
case is that he should have lived to be 19 years old. 
only acquainted with one similar case of which the exp 
tion was that the condition was due to multiple scler sj 
At least, this disease was associated with similar find 
This boy’s spinal cord was negative as far as sclerosis ., 
concerned, so we will have to attribute this boy’s condi 
to a congenital lesion. 


on- 
his 


DISCUSSION 


Dr. Owre: I saw this case at post-mortem, and t! «re 
was absolutely nothing to account for the hydronephr. is. 
I cannot account for it unless it was congenital, and «et 
pathologists tell us there is no such thing. I had one « 
several years ago, of a boy 14 years of age, in which I tok 
out the kidney and ureter, and the ureter was greatly n- 
larged. ; 


Dr. Farr: Last year Dr. Brown, of Detroit, Mich., :ec- 
ported about 100 autopsies on children or embryos that hie 
had collected, with 66 per cent malformations of the genito- 
urinary tract. He described every deformity of the kidney 
and ureter that I have ever seen, or heard of, or read about. 


Dr. A. E. Benyamin (Minneapolis) reported three cases 
of diseased thyroid in one family. Mother and two daugh- 
ters. Two toxic thyroids, one colloid with toxic symptoms. 

Case 1. Mrs. E., age 50, housewife, weight 150. Gen- 
erally well. 

Complaint: Enlarged and troublesome thyroid for about 
20 years. Quite nervous. 

Complete history record not found. 

Examination: Thyroid enlarged. 
of an orange; left half as large. 

Diagnosis (preoperative) : 

Treatment: 
lar. 


Right lobe the size 


Cystic goitre. 

Operation 9-4-1913. St. B. Incision—col- 
Sterno-thyroid and sterno-hyoid muscles clamped 
transversely and severed. Superior and inferior blood ves- 
sels of lobes clamped with forceps. Diseased interior por- 
tion of lobes removed, leaving most of the capsules. Blood 
supply ligated with chromic catgut. Capsule and remain- 
ing portions stitched with plain catgut. Muscles and fascia 
were stitched with chromic catgut. Small rubber drain 


inserted. 
Specimen: Portion removed contained colloid material. 
Some cysts. Degenerating and hemorrhagic areas. 
Results: 


Pulse rapid for a time but recovery was com- 
plete and patient has been well ever since operation. 

Case 2. Mrs. L. (daughter of case 1), age 24, housewife. 
married one year, no children, weight 100. 

Complaint and Symptoms: Perspires considerably. Ex- 
tremely nervous and trembly and rapid pulse, especially 
upon exertion. Nauseated and vomited, and bowels loose. 
Appetite irregular. Loss of flesh and symptoms progressed. 
Pulse 120-160. Was kept in a country hospital until symp- 
toms subsided and was then removed to Minneapolis, where 
special diet, sedatives and general good care were given. 

History: Family history negative except that mother 
was operated on for colloid cystic goitre in 1913. Personal 
history—usual children’s diseases. Scarlet fever at 7 years. 
Influenza in 1920. Menstrual history—onset at 15 years; 
painful and scanty; missed last two months. 
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Examination: Head—enlarged turbinate, protrusion of 
eyeballs and uncertain vision. Tonsils irregular, not dis- 
ease’. Right thyroid enlarged twice normal size. Thorax 
norn.al except rapid heart. Abdomen practically normal. 
Pelv s: slight retrocession of uterus, some enlargement of 
left ovary and prolapsed. Extremities: unsteady and trem- 
bliin: hands. Urine negative, hemoglobin 70 per cent, 
blood pressure 138/70, temperature 98.6-100.6. X-ray treat- 
mer’ for enlarged thyroid with little improvement. 

Diagnosis: (Preoperative) Exophthalmic toxic goitre. 

Operation: 1. Sept. 21, 1920. Anesthetic, local. Pulse 
160. Upper pole of right thyroid ligated. Patient was very 
nervous and excited during the procedure, which symptoms 
continued for several days. Sept. 24, 1920, pulse 118, con- 
dition good. 

2. Oct. 12, 1920. Local anesthetic and some gas. Blood 
vessels of both lobes ligated and the right lobe resected. 
Patient was very nervous at the time of operation and vom- 
ited considerably following it. Her condition gradually 
improved and she left the hospital Oct. 23, 1920. Condition 
good, and pulse 130-140. 

3. May 21, 1921. Anesthetic—gas and novocaine were 
used. Pulse between 160 and 128 during operation. A 
complete removal of all diseased tissue on the right side 
was done. There were many adhesions present from former 
operations. Plain catgut passed back and forth through 
the capsule to control hemorrhage. Pulse when she left 
hospital 100. In good condition. 

Section from thyroid: Many large dilated acini, contain- 
ing colloid. The epithelium lining the acini is low cuboidal 
type. There are also a number of solid masses of cells in 
which the epithelium appears more cylindrical and active. 

Diagnosis: Mixed goitre, colloid and toxic adenoma. 

Results: Patient made a gradual recovery. Gained in 
weight and has been in good health since, excepting a little 
nervous, caused from disturbance of an abscessed tooth. 

Oct., 1923: Blood pressure 138/100. Pulse 130. Weight 
125. Hemoglobin 85 per cent. 


Case 3. Miss E. (daughter of Case 1), age 22, household 
duties, weight 115. Noticed neck was swollen and painful 
to pressure. Very nervous. 

History: Family history negative except mother—colloid 
cystic goitre; sister—mixed colloid and toxic adenoma. 

Patient has been quite well. Frequent frontal headaches, 
eyes rather weak but never examined. Sore throat fre- 
quently; tonsillitis once. Heart quite rapid the last few 
weeks, Appetite good, digestion good, bowels regular. 
Menstruation normal. 

Examination: Nose—some redness inside. Some inflam- 
mation of tonsils, left embedded. Right thyroid three times 
normal size. Cardiac pulsation, very rapid. Abdomen and 
pelvis negative. Urine negative, blood pressure 140/60, 
temperature 99.6, hemoglobin 80 per cent. W.B.C. 7,300. 
Basal metabolism +57, pulse 110-140. 

Diagnosis: Exophthalmic goitre. 

Operation: 1. April 22, 1922. Anesthetic—novocaine and 

‘gas. Right inferior artery ligated with plain catgut No. 1. 
Left inferior artery ligated. Right superior artery ligated. 
Part of central portion of right lobe included in addition 
suture. Pulse when left hospital 110-120. Improved. June 
6, 1922, temperature 99.8, pulse 132, weight 97%, generally 
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well, but quite nervous. Sept. 13, 1922, temperature 99.4, 
pulse 90-100, hemoglobin 75 per cent, blood pressure 135/70. 
Still quite nervous. 

2nd operation. Sept. 16, 1922. Anesthetic—gas and 
ether. Pulse 118-120 before operation. Respiration 28. 
Three-fourths of right lobe removed, removing inner dis- 
eased portion. Hemorrhage controlled by plain catgut sut- 
ure back and forth. Gradually improved and left hospital 
in fairly good condition, but somewhat nervous. Pulse 98. 
Oct. 18, 1922, temperature 99.2, pulse 140-160, weight 
106%, hemoglobin 80 per cent, blood pressure 130/76, looks 
well, feels good. Feb. 28, 1923, examination showed slight 
mitral stenosis. Thyroid considerably enlarged and soft. 
Operation postponed until in better condition. Basal metab- 
olism +18. 

3rd operation. April 20, 1923. Anesthetic—local and 
gas. Pulse before operation 120. During operation 160- 
140. Most of inner left thyroid removed. Capsule stitched 
with plain catgut. There were many adhesions present. 
The right thyroid was about normal size. Discharged from 
hospital May 3, 1923. Condition good. Pulse 110. 

Specimen: April 20, 1922, hypertrophy of thyroid. 

Results: Patient improved very much. Oct. 16, 1923, 
blood pressure 130/74, pulse 90, weight 116%. Feels very 
well. 


Owing to the lateness of the hour no further cases were: 
reported. 
The meeting adjourned. 
Joun E. Hynes, 
Secretary, 


TRANSACTIONS OF THE MINNE- 
APOLIS SURGICAL SOCIETY 


Sratep Meetinc Hetp Decemeber 6, 1923, THE PresIDENT, 
J. M. Hayes, 1n THE CHAIR 


Dr. J. Frank Corsett: I have a rather interesting case 
of rupture of the middle meningeal artery. Rupture of 
the middle meningeal artery is a comparatively common 
thing, but we usually expect a certain sequence of symp- 
toms. We have an individual who has been struck on the 
head, who is perhaps momentarily unconscious but after a 
few seconds recovers consciousness, walks and talks and 
acts as usual, then after six or eight hours, on careful exam- 
ination, we find certain changes have taken place. The 
reflexes are relatively quickened at first. Then at a little 
later period we find a flaccid paralysis and perhaps aphasia, 
and a little later complete unconsciousness and interference 
with respiration and other medullary symptoms. That is 
the classical picture of hemorrhage from the middle menin- 
geal artery, a progressive condition. 


It is not the only form under which we encounter this 
condition, and this patient that I bring before you tonight— 
she has kindly offered to come here—is unusual in that 
within five minutes of the time that she was struck with an 
automobile she was completely unconscious. When I saw 
her in the hospital she was not only completely unconscious, 
but the respiratory centers were seriously involved. It 
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looked as though death was almost certain. On examina- 
tion I found extreme choking of the discs; the patient was 
in shock; failure of respiration was imminent. That led me 
to at once open into the head, and I found an enormous 
hemorrhage around the middle meningeal artery. I emptied 
this clot out and ligated the artery as quickly as I could 
and got the patient back to bed. The next day she was 
paralyzed on one side and had a complete aphasia. This 
paralysis lasted for about a week and the aphasia began to 
improve after seven days. I think you will see before you 
a perfectly normal child in body and mind. She has gone 
back to her school work and is making progress. 

The only excuse I have for bringing this case before you 
is the fact that it was a case where an immediate operation 
was clearly indicated and yet the picture was perfectly 
atypical. 

DISCUSSION 


Dr. H. B. Sweetser: 
before you operated? 

Dr. Corsett: I operated immediately. I think I saw 
the child within two hours after the accident. 

Dr. Baxter: Had the blood clotted? 

Dr. Corsett: Yes, there had been some clotting of the 
blood. 

Dr. Maxeiner: What were the landmarks? 

Dr. Corsett: Well, the middle meningeal starts at the 
foramen spinosum, traverses the middle cranial fossa up- 
wards and forward. You may have a rupture anywhere; the 
typical place is an inch and a half above the zygoma and 
an inch and a quarter behind the external angular process. 
However, it may be ruptured any place. 

Dr. H. B. Sweetser: Did you find any cranial fracture? 

Dr. Corsett: Yes, there was a fracture of the skull. 
Tt cut this artery off. The artery must have been unusually 
large and the hemorrhage very rapid. That is why we had 
the early appearance of symptoms. 


How long after the injury was it 


Dr. M. F. Lyncu: Case report of ovarian tumor with 
‘twisted pedicle in child of ten years. 

This patient was first seen by me at her home in this city 
about 9 p. M., Saturday, August 17, 1923, and the follow- 
ing history obtained: 

The family history is unimportant. The parents are 
thealthy, and have two children, the patient, aged ten, and 
a younger sister, aged seven. 


Personal History.—Patient was a full-time, well-developed 
baby. Labor normal. Mother nursed her for six months. 
When the patient was two days old, there was a bloody 
discharge from the vagina, which lasted for four or five 
days. There was no bleeding from the mouth, bowel or 
navel, and the child was not ill. The mother stated that 
the child developed normally, and has been healthy except 
for the following diseases of childhood: Whooping-cough 
at two years, and measles at three years. She has had 
several mild attacks of acute tonsilitis, and had “flu” in 
1918. She has always had slight constipation. 

Since April of this year she has had repeated attacks of 
mild abdominal pain. These attacks have generally come 
on a short time after eating, and were relieved by laxatives. 
These attacks have recurred from two to three weeks apart, 


sometimes the pain was associated with vomiting, but more 
often she did not vomit. 

Habits: Appetite good. Sleeps well. Healthy, ‘iappy 
child, up to normal weight. 

Present Complaint.—Saturday, August 17, 1923, s ortly 
after the noon-day meal, she was taken with cram like 
pains in the lower abdomen. She vomited repeatedl). and 
was very restless during the afternoon and evening. “here 
had been no movement of the bowels that day, but « uring 
the afternoon she went frequently to stool, without result, 


Examination.—-Patient is a fairly well-nourished . hild, 
tossing about the bed in great discomfort. The fae js 
flushed, the skin clear and moist with perspiration. |’ upils 
are equal, and react normally. Teeth are in good  ndi- 
tion. Tonsils are somewhat enlarged, but show no »ctive 
disease. Movements of the head and neck are normal. and 
no palpable cervical glands found. 

Chest: The chest is rather long and narrow. No tender. 
ness on palpation. Normal heart dullness. 
of disease of heart or lungs. 

Abdomen: The abdomen appears somewhat distended, 
No visible peristaltic waves. The umbilicus protrudes some. 
what, but no hernia is present. The abdominal muscles 
are rather tense and alike on both sides. The only definite 
tenderness is at a point corresponding to McBurney’s point, 
but on the left side. This is constant on repeated examina- 
tions. No mass or dullness can be brought out by percus- 
sion. Palpation about the kidneys and spleen negative. 
Liver dullness is normal, and costal margin cannot be felt. 
Both groins are negative for hernia or adenopathy. The 
temperature at this time was 98; pulse, 80 and of good 
quality. 


No indication 


Diagnosis and Treatment.—The patient had just returned 
from a two weeks’ camping and motoring trip, and when 
she was somewhat relaxed by a suds enema, it was thought 
her trouble might be due to a food disturbance. The fol- 
lowing morning I saw her again. She had had a very un- 
comfortable night, and slept but one short interval. Her 
temperature was normal, pulse 90, and she had developed 
considerable rigidity of the abdominal muscles. This was 
most marked on the left side, with the same point of ten- 
derness as before. 

A rectal examination was made at this time, but was 
unsatisfactory. An indefinite resistance could be felt in 
front and above the rectum. Enema of milk and molasses 
produced a free evacuation of the bowel, and ruled out a 
true obstruction. The pain and discomfort was not relieved, 
and later she developed a constant desire to urinate. 

A diagnosis of a possible obscure appendicitis, diverticuli- 
tis or volvulus was made, and immediate operation advised. 
She was admitted to St. Mary’s Hospital, and operated 
upon the same day. 

Pre-operative laboratory findings were: Urine—clear, sp. 
gr. 1.025, acid reaction, no sugar, no albumin, microscopic 
negative; blood-leucocytosis 19,850, no differential made 


Operation—The abdomen was opened under gas and 
novocaine anesthesia, with right rectus incision near tie 
mid-line. There was a small amount of free fluid in th 
peritoneal cavity. The transverse colon hung low across 
the abdomen. The appendix was free and quite normal in 
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appearance. When the pelvic organs were exposed, the 
right tube and ovary appeared normal, and led the way to 
a small uterus. There was a dark necrotic, mass behind the 
uterus about the size of a small grapefruit, and filling the 
prim of the true pelvis. When this was lifted up, it exposed 
a pe licle that was twisted four or five times in itself and 
emb:aced the left tube, which was also necrotic. There 
were no adhesions present. The pedicle was tied off with 
the [eft tube and the stump turned in against the left broad 
liga: ent. The tumor appeared to be a simple unilocular 
cyst that involved the whole left ovary. The outer covering 
was smooth, the wall rather thick, and the cyst filled with 
fluic 

‘.e wound was closed without drainage. She made an 

»entful recovery, and was discharged from the hospital 

ie seventh post-operative day. 

thological Report——The following report was furnished 
by MM. Schelender, director of the laboratory at St. Mary’s 
Hos; ital: 

“Doctor E. T. Bell, of the University Medical School, has 
kindly examined the specimen and microscopic slides with 
this result: Ovary is 10 cm. in diameter, consists of single 
large cystic cavity 9 cm. in diameter, walls 44 cm. thick. 
Contents—dark red and hemorrhagic in appearance, semi- 
fluid consistency, not definitely oily. No teeth visible; no 
hair recorded. Walls appear smooth.” 

A microscopic section through the wall showed a layer of 
stratified squamous epithelium with cornification of the free 
surface, many hair follicles and a few sweat glands beneath 
the epithelium. Extensive diffuse hemorrhage was present 
throughout the wall in many places. Small muscles were 
seen attached to the hair follicles. 

Diagnosis: Dermoid cyst. 

As to the frequency of dermoids, Ewing states they con- 
stitute about 10 per cent of all ovarian tumors. They 
appear at all ages, often in childhood, but most frequently 
between the ages of thirty and forty. 

F. W. Lynch, in his work on pelvic neoplasms, quotes the 
following authors as to frequency of dermoids: 

Olshausen, 4 per cent (in 2,275 ovarian tumors). 

Howard Kelly, 18.8 per cent. 

Sawyer, 18.7 per cent. 

Mayo Clinic, 10 per cent (about). 


DISCUSSION 


Dr. H. B. Sweetser: I would like to ask Dr. Lynch what 
percentage of cases have a twisted pedicle, if he has looked 
that up. 

Dr. Lyncu: It seems that quite a large percentage come 
to operation on account of complications, and that is one of 
the commonest complications. I do not know the exact 
percentage, but I know that in the London Lancet for 
April of this year there is a case reported of a dermoid 
cyst in a fetal head in an infant of five months, with a 
twisted head that strangulated the uterus. It is a common 
complication, and it is a thing that seems to bring the chil- 
dren to operation. 


Dr. S. R. Maxerner: I am going to give you only a very 
few words on this case, but I thought it was interesting to 
present. It is a boy of twelve; family history is negative; 
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previous diseases are negative. Last Friday, the 30th of 
October, he was hunting near Savage, with a playmate, 
when a .22 rifle was accidentally discharged and a bullet 
entered his abdominal cavity. The wound was about two 
inches above and just to the right of the navel. We took 
him to the x-ray room and localized the bullet in the lower 
left quadrant of the abdomen posteriorly. Localization and 
the x-ray plate showed that the bullet had penetrated the 
ilium and was lodged in the left buttock. He was taken 
to the operating room and given hypodermoclysis. Before 
we started, his condition was reasonably good. He was 
matched for blood transfusion, but this was found to be 
unnecessary. The abdomen was opened by a vertical inci- 
sion through the left rectus muscle, because the bullet had 
taken a course toward the left pelvis. On opening the 
abdomen we found the ileum in about its mid-portion was 
penetrated through and through, making two perforations. 
The bullet then passed across the abdomen and made an in- 
and-out perforation of the descending colon. The perfora- 
tion in the descending colon was both on the anterior and 
posterior surface, the posterior one being retroperitoneal. 
The ileum was so torn that in the repair of the bowel it 
virtually resulted in an end to end anastomosis. In repair- 
ing the sigmoid the peritoneum on the outer side was 
divided and the descending colon was rotated so as to pre~ 
serve its blood supply, and the repair was made from the: 
posterior surface. 

The pelvis was drained; a drain was inserted behind the 
colon into the retroperitoneal space, and another drain: along; 
the outer side of this colon; a fourth drain directly into 
the abdominal cavity. It is six days tonight at just about 
this time that we operated upon him. I will show you the 
temperature and pulse record. His temperature and pulse 
records are both normal now. He was done under local 
anesthesia, absolutely without pain. The child’s condition 
was fully as good at the close of his operation as it was at 
the beginning. 

He had peritonitis as we expected, and the abdominal wall 
showed some rigidity and a very slight distention. This is. 
entirely gone now, and there is only one drain remaining at. 
this time. 

DISCUSSION 


Dr. RIisHMILLER: What size bullet was it? 

Dr. MAXEINER: Twenty-two. 

Dr. Baxter: I would like to ask Dr. Maxeiner how he 
located the perforation in the extraperitoneal portion of 
the descending colon. 

Dr. Maxerner: I had localized the bullet before hand 
and marked the skin with the vertical ray from the x-ray and 
also its depth. I had these marks to go by and I knew 
where the bullet was. I knew its course absolutely. We 
had the perforation on the free peritoneal side and I knew 
that there must be one on the other side. I simply freed 
the colon so that I could expose the posterior surface of it 
and rotated it over and it came directly in view. The per- 
foration on that posterior surface was very small. 


Paper of the evening given by Dr. Brophy, Chicago: 
“Fundamental principles and recent conclusions in surgery 


of congenital cleft palate.” (Paper and discussion to ap-- 
pear in Minnesota Mepicine at a later date. Ed.) 
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looked as though death was almost certain. On examina- 
tion I found extreme choking of the discs; the patient was 
in shock; failure of respiration was imminent. That led me 
to at once open into the head, and I found an enormous 
hemorrhage around the middle meningeal artery. I emptied 
this clot out and ligated the artery as quickly as I could 
and got the patient back to bed. The next day she was 
paralyzed on one side and had a complete aphasia. This 
paralysis lasted for about a week and the aphasia began to 
improve after seven days. I think you will see before you 
a perfectly normal child in body and mind. She has gone 
back to her school work and is making progress. 

The only excuse I have for bringing this case before you 
is the fact that it was a case where an immediate operation 
was clearly indicated and yet the picture was perfectly 
atypical. 

DISCUSSION 


Dr. H. B. Sweetser: 
before you operated? 

Dr. Corsett: I operated immediately. I think I saw 
the child within two hours after the accident. 

Dr. Baxter: Had the blood clotted? 

Dr. Corsett: Yes, there had been some clotting of the 
blood. 

Dr. Maxeiner: What were the landmarks? 

Dr. Corsett: Well, the middle meningeal starts at the 
foramen spinosum, traverses the middle cranial fossa up- 
wards and forward. You may have a rupture anywhere; the 
typical place is an inch and a half above the zygoma and 
an inch and a quarter behind the external angular process. 
However, it may be ruptured any place. 

Dr. H. B. Sweetser: Did you find any cranial fracture? 

Dr. Corsett: Yes, there was a fracture of the skull. 
It cut this artery off. The artery must have been unusually 
large and the hemorrhage very rapid. That is why we had 
the early appearance of symptoms. 


How long after the injury was it 





Dr. M. F. Lyncn: Case report of ovarian tumor with 
‘twisted pedicle in child of ten years. 

This patient was first seen by me at her home in this city 
about 9 p. M., Saturday, August 17, 1923, and the follow- 
ing history obtained: 

The family history is unimportant. The parents are 
thealthy, and have two children, the patient, aged ten, and 
a younger sister, aged seven. 


Personal History.—Patient was a full-time, well-developed 
baby. Labor normal. Mother nursed her for six months. 
‘When the patient was two days old, there was a bloody 
discharge from the vagina, which lasted for four or five 
days. There was no bleeding from the mouth, bowel or 
navel, and the child was not ill. The mother stated that 
the child developed normally, and has been healthy except 
for the following diseases of childhood: Whooping-cough 
at two years, and measles at three years. She has had 
several mild attacks of acute tonsilitis, and had “flu” in 
1918. She has always had slight constipation. 

Since April of this year she has had repeated attacks of 
mild abdominal pain. These attacks have generally come 
on a short time after eating, and were relieved by laxatives. 
These attacks have recurred from two to three weeks apart, 
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sometimes the pain was associated with vomiting, but » 
often she did not vomit. 


Habits: Appetite good. Sleeps well. Healthy, ha: 
child, up to normal weight. 

Present Complaint.—Saturday, August 17, 1923, sh: +) 
after the noon-day meal, she was taken with cramp. ike 
pains in the lower abdomen. She vomited repeatedly, 
was very restless during the afternoon and evening. T 
had been no movement of the bowels that day, but du. ; 


re 


1g 

the afternoon she went frequently to stool, without resu 
Examination.—-Patient is a fairly well-nourished ¢}\.\\, 
tossing about the bed in great discomfort. The fac« js 


flushed, the skin clear and moist with perspiration. P, 
are equal, and react normally. Teeth are in good co 
tion. Tonsils are somewhat enlarged, but show no ac!ive 
disease. Movements of the head and neck are normal, 3) 
no palpable cervical glands found. 

Chest: The chest is rather long and narrow. No tender. 
ness on palpation. Normal heart dullness. 
of disease of heart or lungs. 

Abdomen: The abdomen appears somewhat distended. 
No visible peristaltic waves. The umbilicus protrudes some- 
what, but no hernia is present. The abdominal muscles 
are rather tense and alike on both sides. The only definite 
tenderness is at a point corresponding to McBurney’s point, 
but on the left side. This is constant on repeated examina- 
tions. No mass or dullness can be brought out by percus- 
sion. Palpation about the kidneys and spleen negative. 
Liver dullness is normal, and costal margin cannot be felt. 
Both groins are negative for hernia or adenopathy. The 
temperature at this time was 98; pulse, 80 and of good 
quality. 


No indication 


Diagnosis and Treatment.—The patient had just returned 
from a two weeks’ camping and motoring trip, and when 
she was somewhat relaxed by a suds enema, it was thought 
her trouble might be due to a food disturbance. The fol- 
lowing morring I saw her again. She had had a very un- 
comfortable night, and slept but one short interval. Her 
temperature was normal, pulse 90, and she had developed 
considerable rigidity of the abdominal muscles. This was 
most marked on the left side, with the same point of ten- 
derness as before. 

A rectal examination was made at this time, but was 
unsatisfactory. An indefinite resistance could be felt in 
front and above the rectum. Enema of milk and molasses 
produced a free evacuation of the bowel, and ruled out a 
true obstruction. The pain and discomfort was not relieved, 
and later she developed a constant desire to urinate. 

A diagnosis of a possible obscure appendicitis, diverticuli- 
tis or volvulus was made, and immediate operation advised. 
She was admitted to St. Mary’s Hospital, and operated 
upon the same day. 

Pre-operative laboratory findings were: Urine—clear, sp. 
gr. 1.025, acid reaction, no sugar, no albumin, microscopic 
negative; blood-leucocytosis 19,850, no differential made 


Operation—The abdomen was opened under gas and 
novocaine anesthesia, with right rectus incision near tlic 
mid-line. There was a small amount of free fluid in the 
peritoneal cavity. The transverse colon hung low across 
the abdomen. The appendix was free and quite normal in 
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irance. When the pelvic organs were exposed, the 

tube and ovary appeared normal, and led the way to 

yall uterus. There was a dark necrotic mass behind the 

: about the size of a small grapefruit, and filling the 

of the true pelvis. When this was lifted up, it exposed 

icle that was twisted four or five times in itself and 

‘ed the left tube, which was also necrotic. There 

wer no adhesions present. The pedicle was tied off with 

the | {t tube and the stump turned in against the left broad 

ligaiient. The tumor appeared to be a simple unilocular 

that involved the whole left ovary. The outer covering 

was -mooth, the wall rather thick, and the cyst filled with 

flui 

T'.e wound was closed without drainage. She made an 

une: entful recovery, and was discharged from the hospital 
on ‘ie seventh post-operative day. 


cyst 


P thological Report.—The following report was furnished 
by \!. Schelender, director of the laboratory at St. Mary’s 
Hes; ital: 

“Doctor E. T. Bell, of the University Medical School, has 
kindly examined the specimen and microscopic slides with 
this result: Ovary is 10 cm. in diameter, consists of single 
large cystic cavity 9 cm. in diameter, walls % cm. thick. 
Contents—dark red and hemorrhagic in appearance, semi- 
fluid consistency, not definitely oily. No teeth visible; no 
hair recorded. Walls appear smooth.” 

A microscopic section through the wall showed a layer of 
stratified squamous epithelium with cornification of the free 
surface, many hair follicles and a few sweat glands beneath 
the epithelium. Extensive diffuse hemorrhage was present 
throughout the wall in many places. Small muscles were 
seen attached to the hair follicles. 

Diagnosis: Dermoid cyst. 

As to the frequency of dermoids, Ewing states they con- 
stitute about 10 per cent of all ovarian tumors. They 
appear at all ages, often in childhood, but most frequently 
between the ages of thirty and forty. 

F. W. Lynch, in his work on pelvic neoplasms, quotes the 
following authors as to frequency of dermoids: 

Olshausen, 4 per cent (in 2,275 ovarian tumors). 

Howard Kelly, 18.8 per cent. 

Sawyer, 18.7 per cent. 

Mayo Clinic, 10 per cent (about). 


DISCUSSION 


Dr. H. B. Sweetser: I would like to ask Dr. Lynch what 
percentage of cases have a twisted pedicle, if he has looked 
that up. 

Dr. Lyncu: It seems that quite a large percentage come 
to operation on account of complications, and that is one of 
the commonest complications. I do not know the exact 
percentage, but I know that in the London Lancet for 
April of this year there is a case reported of a dermoid 
cyst in a fetal head in an infant of five months, with a 
twisted head that strangulated the uterus. It is a common 
complication, and it is a thing that seems to bring the chil- 
dren to operation. 


Dr. S. R. Maxerner: I am going to give you only a very 
few words on this case, but I thought it was interesting to 
present. It is a boy of twelve; family history is negative; 
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previous diseases are negative. Last Friday, the 30th of 
October, he was hunting near Savage, with a playmate, 
when a .22 rifle was accidentally discharged and a bullet 
entered his abdominal cavity. The wound was about two 
inches above and just to the right of the navel. We took 
him to the x-ray room and localized the bullet in the lower 
left quadrant of the abdomen posteriorly. Localization and 
the x-ray plate showed that the bullet had penetrated the 
ilium and was lodged in the left buttock. He was taken 
to the operating room and given hypodermoclysis. Before 
we started, his condition was reasonably good. He was 
matched for blood transfusion, but this was found to be 
unnecessary. The abdomen was opened by a vertical inci- 
sion through the left rectus muscle, because the bullet had 
taken a course toward the left pelvis. On opening the 
abdomen we found the ileum in about its mid-portion was 
penetrated through and through, making two perforations. 
The bullet then passed across the abdomen and made an in- 
and-out perforation of the descending colon. The perfora- 
tion in the descending colon was both on the anterior and 
posterior surface, the posterior one being retroperitoneal. 
The ileum was so torn that in the repair of the bowel it 
virtually resulted in an end to end anastomosis. In repair- 
ing the sigmoid the peritoneum on the outer side was 
divided and the descending colon was rotated so as to pre- 
serve its blood supply, and the repair was made from the: 
posterior surface. ' 

The pelvis was drained; a drain was inserted behind the 
colon into the retroperitoneal space, and another drain: along; 
the outer side of this colon; a fourth drain directly into 
the abdominal cavity. It is six days tonight at just about 
this time that we operated upon him. I will show you the 
temperature and pulse record. His temperature and pulse 
records are both normal now. He was done under local 
anesthesia, absolutely without pain. The child’s condition 
was fully as good at the close of his operation as it was at 
the beginning. 

He had peritonitis as we expected, and the abdominal wall 
showed some rigidity and a very slight distention. This is 
entirely gone now, and there is only one drain remaining at. 
this time. 

DISCUSSION 


Dr. RIsHMILLER: 

Dr. MAXEINER: Twenty-two. 

Dr. Baxter: I would like to ask Dr. Maxeiner how he 
located the perforation in the extraperitoneal portion of 
the descending colon. 

Dr. Maxerner: I had localized the bullet before hand 
and marked the skin with the vertical ray from the x-ray and 
also its depth. I had these marks to go by and I knew 
where the bullet was. I knew its course absolutely. We 
had the perforation on the free peritoneal side and I knew 
that there must be one on the other side. I simply freed 
the colon so that I could expose the posterior surface of it 
and rotated it over and it came directly in view. The per- 
foration on that posterior surface was very small. 


What size bullet was it? 


Paper of the evening given by Dr. Brophy, Chicago: 
“Fundamental principles and recent conclusions in surgery 


of congenital cleft palate.” (Paper and discussion to ap-- 
pear in Minnesota Mepicine at a later date. Ed.) 
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ENDOCARDITIS LENTA: Carey F. Coombs (Quart. 
Jour. of Med., July 1923). This article is based upon 30 
eases of chronic ulcerative endocarditis. Males predomi- 
nate (29 of the 30 cases). The average age was 30.6, the 
extremes being 20 and 44. A history of rheumatic infec- 
tion was present in only 11 of the 30 cases, quite in con- 
trast to previous considerations. These patients had, how- 
ever, a striking etiological factor in the excessive fatigue 
occasioned by strenuous military service. No particular 
route of infection was determined nor could much be made 
of the figures indicative of lowering of resistance by gen- 
eral infections. Almost without exception the condition 
developed in men of fine physique, who had exerted them- 
selves to the utmost of their physical powers. The possi- 
bility of an increased lactic acid content of the blood 
making a more favorable media for the invading micro- 
organism is suggested (reference to Walker Hall, Jour. 
Path. and Bact., Cambridge, 1922, XXV, 19 and 297). 


The aortic valves, rather than the mitral, were attacked 
with remarkable consistency. The organisms were few in 
number, difficult to find (those that have been found, non- 
hemolytic streptococci), and difficult to cultivate on arti- 
ficial media. The vegetations themselves were not very 
productive; the valves often much sclerosed and with con- 
siderable deposits of lime. Little or no polymorphonuclear 
infiltration was present, the reaction being rather prolif- 
erative in character. Renal changes brought about by 
emboli were generally present. No evidence of previous 
cardiac infection was found in most cases. Blood cultures 
were consistently negative. 

























































































































































































Symptomatology: The course of the disease was ex- 
tremely insidious; general loss of flesh and strength; pal- 
lor; dyspnea. Many of the patients for a long time 
refused to consider themselves ill. The ill health may be 
apparent for months before physical signs relating to the 
valve develop. Enlargement of the spleen noted in 52 per 
cent; slight and occasional rises of temperature in 61 per 
cent; petechiae were found in 50 per cent; red blood 
corpuscles in the urine in 54 per cent; albumen in urine 
in 65 per cent; anemia; clubbing of fingers. Retinal 
hemorrhages were noted in three cases. The slow course 
of the disease was illustrated by one case, the duration of 
which was three and one-half years. Treatment was of no 
avail. 































































































A previous article on Chronic Ulcerative Endocarditis 
by the same author appeared in the Quart. Jour. of Med., 
1921-22, XXV, 114. 











T. A. Pepparp. 
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THE MODERN METHODS OF TREATING LO! 
PNEUMONIA: Henry M. Thomas, Jr. (Amer. Jou: 
Med. Sc., Dec. 1923.) Thomas’ recommendations ms 
summarized as follows: 


In view of the sharp, sudden and severe type of tox 
of lobar pneumonia, and with its relatively short dur) 
a reasonable, wholesome diet, without any undue rv 
tions, is indicated. Three to four thousand c.c. of 
should be administered daily in order to favor elimin: 
and in the event of vomiting or delirium liquids by n 
should be supplemented with subcutaneous injections 
slow proctoclysis. Absolute bed rest should be ins’ 
upon, and no active movements allowed on the par 





mia 


‘ric- 
\uid 


ion, 


uth 
ra 


~ted 


of 


the patient. The physician and nurse should insisi on 


absolute obedience in this respect. 


The question of digitalis, Thomas does not answer «ry 
emphatically, although he believes that digitalis is indi- 
cated to the limit of threshold digitalization, and is urgestly 
indicated with the first evidence of myocardial insufficiency. 
If sudden heart failure intervenes the use of morphine and 
atrophine, or even venesection, is admissible. If additional 
stimulation is required, caffeine sodium benzoate and cam- 
phor in oil are available stimulants. Careful hydro-thera- 
peutic measures, in the form of sponging every few hours. 
are of value, but one must not employ it ill advisedly. 
For the abdominal distention occasionally found as a result 
of the severe toxemia, turpentine stupes, high rectal tubes 
or turpentine enemata are of value, and pituitrin may be 
supplemented hypodermically to reduce it. It may be nec- 
essary in obstinate cases to eliminate milk from the dietary. 
In early cases when pain is a troublesome symptom, mor- 
phine is frequently required in small doses, and an ice bag 
may be applied locally, or a tight chest binder. The ad- 
ministration of oxygen is of value if cyanosis and dyspnea 
become prominent symptoms. Fresh, cool air is of proved 
value. 


In discussing the specific therapy, the writer states that 
the Type I pneumococcus serum as developed by the 
Rockefeller Institute is the only one that has received 
enough of a trial to warrant discussion. Kyes’ chicken 
serum proved of value with the Cook County Hospital. 
where a reduction in the mortality rate from 45.3 to 20.8 
per cent was brought about, but no further statistics are 
available. The immune serum from convalescent patients. 
as suggested by Dr. Stengel, is attended by technical difli- 
culties and also by theoretical objections. Prophylactic 
vaccination with the killed cultures of Type I, If and III 
pneumococcus seems to be of value in lessening the inci- 
dence of respiratory infections and pneumonia, as well as 
their severity. Thomas believes that hypodermic injections 
of quinine in high solutions are of value as a specific chem- 
ical agent, and he wishes to call attention to a quinine 
derivative prepared in Germany under the name of “Numo- 
quin,” which he believes may prove to be a valuable iil- 
junct to our armamentarium. In his experience, and from 
his review of the literature, he believes that the Type ! 
pneumococcus serum is of value in lowering the mortali!\ 
rate. 


F. J. HirscHpoeck. 
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} RACTURES OF THE ELBOW JOINT AND OF THE 
LOWER END OF THE HUMERUS: Edgar Lorrington 
Gil rest (Surg., Gyn. and Ob., Vol. 37, October 1923). 
In :reating fractures of the elbow joint and lower end of 
the humerus the anatomical relations should be borne in 
mir! and the x-ray should not be solely relied upon to give 
us information of the anatomical deformities. 

1, children fractures in this location are often the result 

indirect violence, and in the adult of direct violence. 
varieties of the lower end of the humerus are men- 
ed: 

Supracondylar (over one-third of cases of fractures 

‘ower humerus). 

Diacondylar. 
Intercondylar (frequently 
adults due to direct violence). 

1. Separation of the lower epiphysis (very infrequent; 
occurs in childhood). 

5. External epicondyle (rare; result of direct violence). 

6. External condyle (occurs in about 17 per cent, fre- 
quently in children). 

7. Internal epicondyle (usually occurs from hyperab- 
duction of elbow fully extended). 

8. Internal condyle (unusually rare). 

9. Capitellum (only seventeen cases reported in litera- 
ture). 

10. Trochlea. 


The fully flexed position with bandaging to chest is the 
treatment for fractures in the vicinity of the elbow joint, 
with the exception of fractures of the olecranon process, 
for the following reasons: 


compound, usually in 


1. It gives the most complete anatomical reposition of 
fragments and the best fixation. 

2. It favors the retention of the more important flexion 
function of the joint. 

3. It co-operates with gravity in the subsequent restora- 
tion of function. 


The elbow is slowly but firmly flexed after reduction is 
established by strong traction on the forearm with the 
elbow fully extended and supinated. After two weeks the 
forearm can be lowered a few degrees a day and passive 
motion is started in about four weeks. Any pain produc- 
tion from these procedures should indicate rest in cor- 
rective manipulations. 

Fracture of the olecranon process is due to direct in- 
jury and is frequent in adult life. Extension of the elbow 
for two or three weeks is the treatment for this. Fibrous 
union with a gap is nearly always satisfactorily treated by 
operation, but is infrequent. 


Fracture of the coronoid process is treated by complete 
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flexion. Fracture of the head or neck of the radius is 
treated by full flexion. If obstruction to supination should 
occur, the fractured piece should be removed. Excess 
callus formation is prevented by not introducing any 
motion early, The author pleads for early reduction when- 
ever possible. 

Volkmann’s contracture, traumatic myositis ossificans, 
ulnar nerve or median nerve injury, and permanent restric- 
tion of movement from excessive callus formation in the 
fossae are the complications to look out for. 

The operations indicated are not numerous and are as 
follows: 

1. Removal of head of radius as mentioned. 

2. Replacement of the epiphysis when it has been de- - 
tached and turned turtle. 

3. Excision of fractured fragments of the capitellum 
and trochlea. 

4. Repair of co-existing nerve injury at the earliest pos- 
sible movement. 

5. Open reduction of any fracture not capable of being 
reduced otherwise. 


A functionally good joint is the goal and not necessarily 
a pretty looking one. 

There are a number of 
reported by the author. 


illustrations of several cases 


V. C. Hunt. 


DIVERTICULA OF THE URINARY BLADDER: W. 
E. Lower (Surg., Gyn. and Ob., August, 1923). Diverticula 
of the urinary bladder have become known as frequent 
occurrences only in recent years, through the advent of the 
cystoscope and cystographic examinations. 

The etiology of diverticula is unsettled. Increased activ- 
ity of the bladder musculature, secondary to some form of 
obstruction at the urinary outlet with a congenital predis- 
position to diverticula formation, seems to be generally 
accepted as the most likely etiological factor. 


Diverticula present no specific symptoms. Their presence 
should be suspected, however, in any case in which difficulty 
of urination, frequency, and pyuria exist in concomitant 
conditions; also, wherever there is persistent pyuria, espe- 
cially after repeated irrigations. Any abnormality of mic- 
turition should be an indication for a cystoscopic examina- 
tion of the bladder, and this should include an anteropos- 
terior plate and at least two plates taken from different an- 
gles. 

An infected diverticulum can be cured only by complete 
removal. The author’s method of procedure in good sized 
diverticula is, dissection of the diverticulum free from sur- 
rounding structures after it has been stuffed with gauze or 
cotton, followed by excision at the neck and closure by 
turning in the mucous membrane. A small diverticulum 
which can be readily everted into the bladder, can be 
removed intravesically. Any cause of obstruction should 
be appropriately treated. If a ureter opens into a diver- 
ticulum, as frequently happens, it should be transplanted. 

Operation should not be delayed once the diagnosis has 
been made. 


W. P. Herssr. 
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DIAGNOSIS OF CONGENITAL SYPHILIS IN _IN- 


FANTS AND NEW-BORN: A. B. Marfan (Presse Med., — 


Paris, April 25, 1923). The diagnosis of congenital syphilis 
rests on the following clinical signs: 


Pemphigus is relatively rare but generally exists at birth 
or within ten days after birth at the latest. It involves the 
palms and soles, and is to be distinguished from epidemic 
pemphigus, which spares these areas, and is never con- 
genital. The presence of syphilitic pemphigus is of grave 
prognostic significance, few children so affected recovering. 


Coryza is of prime importance, is an early sign and often 
the only one present. The only form of coryza which may 
offer diagnostic difficulties is diphtheritic rhinitis. Diph- 
theritic rhinitis is never congenital, and a_bacteriologic 
examination usually settles the diagnosis. 


Chronic early megalo-splenia is sometimes observed at 
birth and may, in connection with a variable degree of 
anemia, constitute the only symptom of syphilis. An ap- 
preciable enlargement of the spleen may be detected in 
about 77 per cent of heredo-syphilitic children under three 
months. Megalosplenia up to this age has practically a 
pathognomonic value. 


Syphilids are relatively rare. Macules similar to the 
roseola of acquired syphilis usually appear toward the end 
of the first month. They have two zones of predilection: 
on the face (lower lip, chin or neck), and on the external 
surface of the thighs. Syphilitic papules may develop from 
macules or appear independently. They occur a little later, 
and are almost never observed after the fourth month. 
Their usual sites are the face, lower limbs and ischiatic 
regions. Lesions similar to mucous patches may be ob- 
served in regions where two moist cutaneous surfaces are 
in contact with each other. Condylomas occur only in 
older children and are thought to be a manifestation of 
acquired syphilis. The syphilids of infants become ulcer- 
ated only in exceptional cases. 


The syndrome of pseudoparalysis of new-born syphilitic 
children (Parrot’s disease) generally occurs toward the 
sixth week, and almost never after four months. One or 
several limbs are inert, flaccid, and motionless. The limbs 
are not really paralyzed, but the movements are very pain- 
ful. Sometimes a swelling may be felt in the region of 
the epiphysis, and even crepitus in the rare cases in which 
the diaphysis has become separated from the epiphysis. 

The above signs are pathognomonic, but may all be lack- 
ing after about the sixth month. A diagnosis may still be 
made, however, from association of other signs, and by 
laboratory methods. 

Cuester A. Stewart. 
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BLEEDING FROM THE RECTUM IN INFANCY (vp 
CHILDHOOD. Arthur A. Landsman (Arch. of }’ed, 
August, 1923). Rectal bleeding may arise from a y:; 


lety 
of causes, local and general. There are many symj)ioms 
which may be borne for long periods, though quite a) oy. 
ing, without any particular danger to the individua! he. 
cause they do not interfere with processes which are 


to life, or affect our reserve forces sufficiently to pr 
function from being carried on. This is not true of 
of blood; steady bleeding, even in small amounts, is «er. 
tain to be followed by such serious consequences as to i.1ke 
it necessary to check it without any loss of time. By: if 
we are to secure more than temporary relief, the caus. of 
the bleeding must be found. Any one of the disturbances 
which are held responsible for rectal bleeding in older « \\il- 
dren may be theoretically present in infants, but as a maiter 
of practical experience there are only two which require 
any extended consideration in this connection—congen ial 
syphilis and lesions which arise from developmental faults, 
In congenital syphilis the cause may be found in epitheliai 
erosions, ulcerations, condylomata, fissures, cracks and ot!ier 
manifestations of lues, while those due to developmental de. 
fects owe their origin to some fault or modification in 
growth occurring in the lower end of the intestinal tube 
during prenatal life. While older children, who are brought 
to the proctologist for investigation of hemorrhage from 
the bowel, may also be the victims of diseases which affect 
those who are younger, yet in them, generally speaking, 
other conditions prevail which are sources of bleeding; 
these are polypi, prolapse of the rectum, invagination of 
the bowel, ulceration, fissure, foreign body and abscess. 
Prolapse of the rectum is relatively common in children up 
to 4 to 5 years of age and is accompanied by slight bleed- 
ing with or after stool. 

Ulceration of the rectum is caused by a number of dis- 
eases, any one of which may give rise to symptoms of bleed- 
ing, varying from a few drops to a brisk hemorrhage. 
These are syphilis, tuberculosis, malignancy, amebiasis, the 
presence of intestinal parasites, gonorrhea and _ proctitis 
due to toxic causes. Gonorrheal ulcers occur most fre- 
quently in female children from a dribbling of the vaginal 
discharges in those who are so affected. 

Fissures of the anal skin are seen in children of the 
undernourished type, who are suffering from constipation or 
diarrhea; they are not infrequently caused by straining or 
by the trauma inflicted by the careless use of the nozzle 
of the fountain syringe. Piles occur in infants and older 
children with extreme rarity, and are only mentioned here 
to emphasize this fact. Many cases diagnosed as piles. 
both in the child and in the adult, are really other forms of 
rectal diseases. 


R. N. Anprews. 


A COMPARISON OF THE VALUE OF MILK AND 
ORANGES AS SUPPLEMENTARY LUNCH FOR LN. 
DERWEIGHT CHILDREN: Margaret S. Chaney (Amer. 
Jour. of Dis. of Child., October 1923). One of the mo-t 
common methods of overcoming undernutrition amon: 
school children is the introduction of a supplementar: 
lunch, consisting usually of milk and crackers. Sherma: 
and Hawley have recommended a diet containing a qua! 
of milk a day and a normal allowance of other foods. This 
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wil! furnish a gram of calcium a day for the growing child, 
the amount which they have found necessary to induce 
optimum storage of calcium. However, it has been force- 
fully demonstrated by many investigators that all milk is 
not of equal food value since its vitamine content is altered 
by the fodder of the cow and also by the application of 
Hess, while he advises the use of milk because of the 
»irity it provides against infection, states that it is an 
mplete food, and a contributing cause of infantile 
vy. 

nother point to be considered when milk is to be fed 

s a midmorning lunch is its satiating effect. In many 

ances, a glass of milk taken between meals or at the 

-inning of the meal will cause lack of appetite; and, as 

undernourished child already has a tendency to dimin- 
his food intake, this may be a more serious considera- 
tion than it appears on the surface. 

Oranges also are a protective food and have an impor- 
taut place in the diet. Experimental work on the values of 
orange juice in infant feeding goes to prove that it is 
important not only as a source of the antiscorbutic vitamin, 
but also as a stimulant of appetite. Babies not gaining 
normally on the ordinary amount of orange juice (15 c.c., 
as fed by Daniels) receive a marked stimulation to growth 
when 45 c.c. is administered. 

In ascertaining the state of well being of the child, 
envisonment and social standing as well as the physical 
conditions of the body are to be considered. The most 
common physical defects causing undergrowth and poor 
nutrition are caries and infected teeth, and enlarged and 
infected tonsils and adenoids. New Para oranges appar- 
ently are superior to milk as fed to the children involved in 
the test. The orange lunch instead of decreasing total food 
intake is likely to increase it, owing to the water-soluble 
vitamin in the orange. 

Concentrated bottle orange juice appears to be of marked 
value in stimulating growth in the underweight child. 
While it has not proved equal to fresh oranges, it is quite 
effective, and may, if the fresh fruit is not available, supply 
the vitamins necessary for growth. 

R. N. ANDREWS. 


WHAT CURATIVE DIETS ARE NECESSARY FOR 
THE INFANT: Langstein (Monatschr. f. Kinderhlk, Leip- 
zig, January-February 1920). The poor quality of milk 
since the war has led to discontinuance of the one-third 
milk formula, which has been replaced by more concen- 
trated mixtures. Langstein uses whole milk, half milk, 
two-thirds milk, breast milk and buttermilk. Breast milk 
is the best curative diet and cannot be replaced by albumin 
milk. For infants with acute diarrhea, breast milk, prefer- 
ably, in combination with buttermilk gives best results. 
Buttermilk with addition of a little flour and sugar makes 
all other curative diets superfluous, even albumin milk, and 
is indispensable, even though many nutritional‘ disorders 
may be treated successfully with ordinary milk formulas. 
Generally, curative diets are continued too long. It is 
unwise to give albumin milk for six to eight weeks, for 
disorders may develop which are often not immediately 
manifested clinically. 

Cuester A. STEWART. 
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RINGWORM AND ITS TREATMENT: James Robert- 
son (Arch. of Ped., August, 1923). The writer describes 
his method of treatment of ringworm which he has used 
in the School Clinics in Blackburn, England, since 1920. 
The hair is cut short; the affected parts are shaved; the 
areas are washed with ether soap and dried. Then the fol- 
lowing lotion is carefully applied with gentle rubbing: 
Calomel, 5 grains; tincture iodine, B. P., one drachm. This 
lotion is poured on small pieces of absorbent cotton and 
applied to the areas; then a dressing is applied. The next 
day the dressings are removed and the areas washed with 
ether soap, ammoniated mercury ointment is applied and 
then a dressing and bandage. This is continued until the 
case is cured, which is usually within 14 days. The lotion 
is applied only once; it seems to penetrate and kill the para- 
sites. If the whole scalp is affected then it is the custom 
to apply the lotion to one-sixth of the total area each day 
for six days. Ringworm of the body receives the same 
treatment, in which cases the condition is cured within 48 
hours. 


R. N. Anprews. 


THE SIGNIFICANCE OF HEMATURIA IN CHIL- 
DREN: J. D. Leeborn (Arch. of Ped., September 1923). 
This is not as common in children as it is in adults. Its 
occurrence is one of the most important manifestations of 
disease of the urinary tract in early life. There are two 
problems to solve in the presence of hematuria—the source, 
and the cause. It is very important to remember that a 
bleeding bladder is difficult to wash clear. Hematuria of 
renal origin is a total form. “It is always the result of a 
rupture of blood vessels which may be occasioned by many 
causes” (Jacobi). The urine shows a uniform discolora- 
tion from the beginning to the end of micturition. The 
three chief causes of renal hematuria are tuberculosis, stone 
and new growths. Certain mild vesical symptoms present 
themselves in incipient tuberculosis of the kidney. These 
are frequent urination, a slight, purulent deposit at the 
bottom of the vessel and mild pains in the bladder. In 
renal calculus, hematuria’ often appears abruptly without 
any previous attack of pain, while in other cases, pain is a 
prominent feature. Hematuria in new growths of the kid- 
ney may appear very early and may be the only symptom. 
In fact, sudden, profuse, painless hematuria should at once 
suggest nephritic neoplasm. Nephritis associated with 
hematuria, with or without pain, is of relatively frequent 
occurrence. Hematuria of hemic origin is a rather common 
occurrence in children. These are purpura, hemophilia, 
rickets, scurvy and the leukemias. Hematuria often fol- 
lows certain forms of poisoning such as cantharides, phos- 
phorus, turpentine, phenol and hexamethylenmin. 


The treatment of hematuria depends largely upon the 
cause. The hemorrhage in itself is a symptom, rather than 
a disease. Rest and local application of cold, in the form 
of the ice bag, is indicated in all cases of profuse hema- 
turia. The patient should be kept in bed and kept on a 
milk diet. The underlying principle of treatment is the 
removal of the cause of the condition. Palliative treatment 
is inexcusable except as it is temporarily resorted to dur- 
ing a careful search for the etiology. 

R. N. ANpREws. 
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THE TREATMENT OF THE PREGNANT WOMAN 
WITH PULMONARY TUBERCULOSIS: M. Voron 
{Gynecologie et Obstetrique Revue Mensuelle, Tome 8, 
No. 2). The author gives an exhaustive review of the 
French literature on this subject, in which he presents the 
arguments and experience of the opposing schools, namely: 
those who recommend the routine interruption of preg- 
nancy, and those who withhold all intervention. After a 
detailed discussion of the question involved and considera- 
tion of his own results he presents his conclusions as 
follows: 

I. The treatment of the pregnant woman having pul- 
monary tuberculosis should be neither systematically con- 
servative nor radical intervention, but each case must be 
treated according to circumstances and environment, inde- 
pendent of any preconceived ideas. 


Il. Treatment will be entirely medical: 


1. When the pregnancy has passed three months inde- 
pendent of the nature and extent of the pulmonary lesions. 

2. In cases of grave advanced tuberculosis, or in the 
quiescent or fibrous stage. 


III. Interruption of the pregnancy may be considered 
when: 


1. Pregnancy has not passed three months. 


2. There is a tuberculous lesion definitely active, but is 
definitely curable in the opinion of competent observers. 
Intervention will be contra-indicated when the clinical and 
social conditions are such as to offer good hope of cure by 
medical treatment alone. Interruption of pregnancy will 
be limited then to patients presenting bilateral lesions still 
curable, usually in women of the working classes who are 
not more than three months pregnant. It is to be consid- 
ered only in the exceptional cases, and the treatment will 
be medical and hygienic in the vast majority. 


IV. When indicated, intervention will most often con- 
sist of induced abortion. Hysterectomy is reserved for 
women near the end of the childbearing period, who have 
borne several children, and who must be protected from 
further risk. Sterilization without hysterectomy has some 
advocates. 


V. Physicians and obstetricians should realize that 
severe aggravation of tuberculosis is common during the 
puerperium. That medical and hygienic treatment should 
be instituted early in pregnancy and carried out rigidly 
throughout the puerperium. That intervention which is 
found to be favorable in some cases should always be con- 
sidered during the early period at which it is permissible, 
namely, during the first three months of pregnancy. 

ArcuipaLp L. McDonatp. 


THE CALCIUM AND MAGNESIUM CONTEN?: of 
THE BLOOD SERUM DURING PREGNANCY, L‘BOR, 
AND THE PUERPERIUM: E. R. Plass and |. Jean 
Bogert. (Am. Jour. Ob. and Gyn., Vol. 6, No. 4.) This 
interesting piece of work was carried out in order t. study 
the toxemias of pregnancy. They examined the c»!cium 
content of 205 normal, nonpregnant, pregnant, part rient, 
and puerperal women. Several observations were m2‘e on 
women suffering from toxemia of pregnancy. A num! er of 
analyses were made for magnesium but as no marke: yari- 
ations from normal were found, these were aban! \ned, 
The authors give an excellent review of the literat 
this subject. They studied 40 normal nonpregna: 
men, 105 normal pregnant women between the fifi!, and 
fortieth weeks of pregnancy, 29 women during labor. and 
31 from 12 hours to 12 weeks postpartum, for the s rum 
calcium. The serum magnesium was determined ji; 16 
normal nonpregnant women, 29 during pregnancy, at 
the end of labor, and 18 postpartum. They outline their 
methods of work and results obtained in considerab|: de- 
tail, and discuss the significance of their findings. hey 
conclude: There is a distinct tendency toward a lowering 
of the calcium per cent during pregnancy, especially dur- 
ing the latter part of this state. This is not found during 
the first eight weeks. They feel that these lower findings 
do not necessarily mean a calcium deficit in the mother, 
but may be explained on the basis of dilution of the serum 
(hydroplasmia), for which there is considerable evidence. 
The values for serum calcium in the toxemias were not 
much lower than those found in normal pregnant women 
at the same stage of gestation. The magnesium content of 
the serum of nonpregnant women was quite constant. It 
showed a tendency to decrease during pregnancy especially 
at labor, but probably is to be explained by the same cause 
as serum calcium. They were unable to prove any rela- 
tionship to toxemias. Both contents returned to normal 
soon after labor. The serum of pregnant women showed 
no significant variations in the calcium or magnesium 
content from that of normal nonpregnant women. 

ArcuHiBALp L. McDonatp. 


HEMORRHAGES IN THE NEWBORN: Lucius M. 
Wing (Amer. Jour. of Ob. & Gyn., Vol. 6, No. 1). This 
article is of great importance to the obstetrician and is 
therefore reviewed in this column. The author comments 
on a statement that of 480 children suffering from cere- 
bral spastic paralysis, with or without mental deficiency, 
intracranial hemorrhage at birth is responsible for 70 per 
cent of the spastic type of paralysis in children, and for 
20 per cent of the idiocy and feeble-mindedness now exist- 
ing. He emphasizes the fact that fatal intracranial hemor- 
rhage may occur in a child born spontaneously in what is 
considered to be normal labor. More or less extensive 
intracranial hemorrhage is reported in from 30 to 50 per 
cent of the autopsies done on stillborn or newborn infanis. 
In 59 fatal cases, 39 were vertex and 20 were breech deliv- 
eries. There was laceration of the tentorium cerebelli in 
37 per cent of the total, and of these 63 per cent occurr«:! 
in breech deliveries. Losee at the New York Lying-I* 
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observed fatal intracranial hemorrhage twice as frequently 
in breech as in forceps deliveries. In vertex presentations, 
with normal engagement, and progress, the pressure effects 
are balanced and minimized by the support of the birth 
passage. More intracranial injury may occur in a few 
mor.ents of unskillful forceps extraction, or forcible deliv- 
ery of an aftercoming head, than from a long period of 
har. labor. The hemorrhage following extraction of the 
afte coming head is usually in the more dangerous areas, 
nar ely beneath the tentorium or in the region of the 
meulla. Most of these babies are stillborn. Those which 
are resuscitated are likely to be limp, respiration is irregu- 
lar. they become alternately pale or cyanotic, and are 
likely to die soon after delivery. Hemorrhage following 
yer ex delivery is more often cortical and the prognosis 
js aore favorable. Hemorrhage of some extent should be 
sus ected in all babies showing asphyxia at birth, in whom 
resuscitation is difficult, or where the respiration is irregu- 
lar Small hemorrhages may be found in other areas: 
epicardium, liver, pleura, or retina. This type of baby 
should be regarded as a potential bleeder, and the author 
believes that asphyxia may have a causative influence on 
subsequent blood instability. Hemorrhages developing 
some hours or days after birth are usually associated with 
hemorrhagic diathesis, and are associated with bleeding in 
several regions: lungs, suprarenals, etc. At the Lying-In 
Hospital the subcutaneous injection of human serum has 
proven valuable if given early. 100 c.c. is given in three 
or four doses in the first twenty-four hours. Whole blood 
gives much the same result, is simpler, but may cause more 
local reaction. 
Arcuipatp L. McDonatp. 


CYSTOCELE AND HIGH RECTOCELE: Thomas J. 
Watkins. (Am. Jour. Ob. and Gyn., Vol. 6, No. 4.) Con- 
cerning cystocele, the author accepts as proven the follow- 
ing statements: (1) Cystocele is a hernia of the bladder. 
(2) That the lesion is essentially a tear in the vesico- 
vaginal floor. (3) That operative treatment must include 
a thorough dissection of the hernia, a firm closure of the 
hernial ring, and thereby, a restoration of the bladder and 
urethra to their normal positions. The laceration in the 
vesico-vaginal floor is transverse, and not longitudinal, 
which explains the urethral displacement. The excellent 
illustrations demonstrate the author's conception of the 
pathology and the operative procedures which he recom- 
mends for the successful correction of the condition. 


Watkins’ dissections of high rectoceles have convinced 
him that in these cases the injury consists of a tearing of 
the supporting fascia from the cervix and broad ligaments 
in a manner similar to that which obtains in cystocele. He 
states that the edges of the hernial ring can be dissected 
free and finally fastened to the cervix without undue ten- 
sion. This is well shown in his illustrations, as is also the 
preferable method of closure. In addition, or in simpler 
cases alone, we may have the perineal lacerations in which 
the muscles:are lacerated or torn from their attachments to 
the rami of the pubes. The article is well worthy of care- 
ful study. 

ArcuipaLp L. McDonatp. 
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ELEVATION OF THE DIAPHRAGM. UNILATERAL 
PHRENIC PARALYSIS. A RADIOLOGICAL STUDY 
WITH SPECIAL REFERENCE TO THE DIFFEREN- 
TIAL DIAGNOSIS: J. M. Woodburn Morison (Arch. of 
Radiology and Electrotherapy, Vol. 27, p. 353, May 1923; 
Vol. 28, pp. 71 and 111, August and September 1923). 
This series of well-illustrated articles represents a thorough 
anatomical and radiological study of the subject with report 
of a large number of cases. Petit’s “Eventratio Dia- 
phragmatica” and unilateral phrenic paralysis are con- 
sidered together as they are practically indistinguishable 
clinically or radiologically. The author believes the for- 
mer to be due to a developmental defect in the formation 
of the muscular tissue of the diaphragm. The latter are 
acquired and are usually due to pressure from a new 
growth on the phrenic nerve. 

In the radiological examination, the important points to 
be considered are: 

1. The bow line in the chest, unbroken, dome-like, the 
relaxed diaphragm. 

2. The contents of this dome, stomach or both stomach 
and colon. 


3. Lung tissue seen through the dome, depending on 
whether or not there is a hypoplasia or a consolidation of 
the lung 


4. Reversed movements of the bow line, upward with 
inspiration. 

5. Fluid level of the stomach contents. 

6. Palpation of the abdomen produces waves in fluid 
level of stomach. 

7. Heart shadow seen through the dome, rotated to the 
right. 

8. Chest wall development normal with decrease in the 
movements of the lower ribs and at the apex on the affected 
side. 

9. There may be marked deformity of stomach with 
two sacs, rotation, or even volvulus. Gastric symptoms may 
thus occur. The cardinal signs are the bow line in the 
chest with reversed movement on inspiration. 

Temporary elevations must be differentiated. Under the 
screen these show normal movements of the diaphragm, 
there is no paralysis, and they disappear in a few days. 
Diaphragmatic hernia is distinguished by the break in the 
diaphragm, with prolapse of the viscera into the chest. 
There is no bow line, no movements, and the position of 
the viscera is seen after giving an opaque meal. Local- 
ized hydro-pneumothorax, subphrenic or subhepatic abscess 
are easily distinguished by the opaque meal when on the 
left, and by the position of the liver if on the right. 

Leo G. Ricter. 
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OSTEOCHONDRITIS DEFORMANS  JUVENILIS: 
Kirklin (Am. Jour. Roent., September 1923). This dis- 
ease, first described by Legg in 1909, later by Calve and 
still later by Perthes, is usually known by the latter’s name. 
Most of the cases reported were first diagnosed tubercu- 
losis of the hip, as were the cases seen by the author. Its 
occurrence in children, often following injury, and its in- 
sidious onset resemble tuberculosis. The chief symptom 
is a slight limp, increasing in degree, but recovery usually 
occurs without much loss of function. Ankylosis does not 
occur. According to the author, the roentgenograms are 
so characteristic that the diagnosis can be made by this 
means alone. Frequently this is the only means of differ- 
entiating the disease from tuberculosis. The epiphysis of 
the femur is flattened out and the neck is broadened. This 
process continues until the head is a thin disc composed 
of several segments which may later fuse. The neck be- 
comes ‘broader, eburnated, and may simulate a coxa vara 
in appearance. The acetabulum may show osseous 
changes, some of which are thought to be part of the same 
process which is going on in the epiphysis, and some are 
thought to be due to the pressure changes in the joint. 

Leo G. Ricter. 
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MEDICAL AND VETERINARY EnTomo.ocy. William B. Herms, 
Professor of Parasitology, University of California; Con- 
sulting Entomologist California State Board of Health; 
formerly Professor of Zoology and Parasitology, San 
Francisco Veterinary College; member National Malaria 
Committee. 2nd edition, completely revised. 462 pages. 
Illustrated. New York: The Macmillan Company, 1923. 
Cloth, $5.50. 


THE EFFECTS OF INANITION IN THE PREGNANT 
ALBINO RAT. By L. W. Barry, M.D., St. Paul, Minn. 


BOOK REVIEWS 


Published in the Carnegie Publications, Contributic .s to 

Embryology, No. 53. 

This monograph represents the findings of an ext: .:sive 
research on the effects of inanition on the pregnant nm her 
and her offspring. The work has involved the stu’. of 
sufficient adequately controlled material to make the con. 
clusions significant. “The main object of this inve iga. 
tion, therefore, is to show the effect of inanition j- the 
pregnant albino rat upon the changes in the re tive 
weights of the various systems, organs, and parts o° the 
new-born. Observations were made also on the possi’ ‘lity 
of blighting of the ovum, death of the fetus in utero. »ro- 
longation of gestation, abortions, and premature deli: -ies 
during inanition of the mother.” 

“Starvation instituted shortly after copulation in the 
female albino rat apparently results in an inhibitic: of 
pregnancy in the majority of cases. Whether this is due 
to an inhibition of the implantation, or to death of the 
ovum, has not been proved.” 

Starvation during the last half of pregnancy prolonzed 
the average period slightly. 

“No abortions or premature deliveries were observed in 
any of the underfed rats.” 

One-third of the newborn from mothers starved in the 
last half of pregnancy were either born dead or died imme- 
diately after birth. 

There is a slight diminution in average number of young 
per litter from mothers starved in the last half of preg- 
nancy. 

“A condition of relative sterility apparently results in 
females starved in the last half of pregnancy.” 

The average weight of the newborn from mothers starved 
severely during the last half of pregnancy was approxi- 
mately 40% below the normal birth weight. 

In regard to the detailed observations on the changes 
noted in the case of the various organs and systems it is in- 
teresting to note that the chief loss of weight was at the 
expense of the liver and lungs. The central nervous system 
(brain and spinal cord) was very little affected. 

E. H. Norris. 








FOR SALE—Southern Minnesota village practice. Scan- 
dinavian preferred. “Examiner for several Life and Cas- 
ualty Insurance Companies. Yearly income over $6,000.00 
cash. Price $500.00 for practice and equipment. Leav- 
ing soon to do special work. Address B76, care of 
MINNESOTA MEDICINE. 


WANTED—German Catholic physician, town of 400. Good 
farming community. Nearest doctor 10 miles. 25 miles 
from St. Paul. Other villages nearby without physician. 
Office and residence for rent. Nothing to buy. Address 
P. O. Box 233, Hampton, Minn. 


WANTED—Position as laboratory and x-ray technician or 
as doctors’ assistant by experienced young woman. 
Address B77, care Minnesota MEDICINE. 








$12,000 MISSOURI PRACTICE FREE—Wonderful loca- 
tion. General practice. 95% collections. Good opening 
for small hospital. Overwork cause of sacrificing propo- 
sition. Buy office effects and take practice. Address 
B80, care Minnesota MEDICINE. 





PHYSICIANS’ OFFICES FOR RENT. Choice of 7 rooms 
in good location. Splendid reception room, nurse, stenog- 
rapher, bookkeeper: in attendance. Address B78, care 
MINNESOTA MEDICINE. 





SPLENDID OPPORTUNITY for doctor who will take up 
country practice in best and most pleasant town and com 
munity in Central Minnesota. Address B79, care MINN>)- 
soTa MEDICINE. 
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